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Vitamin B-Complex in a practical form 
PRESCRIBE 


VIBITON 


8.C.P.W. BRAND 
POTENT & PALATABLE 


VITAMIN B-COMPLEX 


useful in 
Vitamin deficiency resulting in symptoms of fatigue. 
anorexia and loss of weight, etc. 


[ Your Patient is in need of 


One fluid ounce provides Vitamin B, 25 mg., Vitamin B, 4 mg., Vitamin B, 4 mg., 
Cal. Pantothenate 12 mg., Choline Chloride 20 mg., Nicotinic acid 48 mg., 
besides Liver Extract equivalent to 80 gin., of fresh liver. 


Available in 4 oz, phials 
BENGAL CHEMICAL :: cALCUTTA :: BOMBAY :: KANPUR 
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Pethidine hydrochloride possesses analgesic 
and antispasmodic properties, and is used 
with success in midwifery. It is especially 
valuable where prolonged labour is due to 


PETHIDINE HYDROCHLORIDE B.P. cervical spasm. 
Pethidine hydrochloride may be em- 


ployed also to alleviate pain in renal, in- 
testinal and biliary colic, bs hypertensive 
headache, and in neuritis of diverse origin. 

ere It may be safely administered in therapeutic 
doses by the oral and parenteral routes with 
minimal risks of habituation. 


Pethidine with Hyoscine — For those 


and PETHIDINE WITH HYOSCINE cases of labour where additional sedation, 
enhanced analgesia and a better degree of 


amnesia are desirable. May also be used pre- 
operatively as an alternative to morphine 
and atropine. 


PACKINGS: 


Tablets of 25 mg. and 50 mg. : Containers of 25 and 100, 
Solution for parenteral injection (50 mg. per c.c.) ; 
Rubber-capped bottles of 25 c.c. 


Ampoules of 50 mg. (1 c.c.) : 
Ampoules of 100 mg. (2 a) Containers of 10 and 100, 


PETHIDINE WITH HYOSCINE 

In 2 c.c. ampou!es containing 
pethidine hydrochloride 100 mg. 
and 0.216 mg. (1/300 gr.) or 
0.432 mg. (1/150 gr.) hyoscine 
hydrobromide. 

Containers of 10 and 100, 


OF QUALITY 


Descriptive literature and price list supplied on request. 
IMPERIAL CHEMICAL INDUSTRIES (INDIA) LTD. 
Calcutta Bombay Madras Cochin New Delhi Kanpur 
ICP 12 
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Unsurpassed by test in many centers of learning.... 


Hydrochloride Crystalline 
In universities and medical schools throughout the world, aureomycin has 
received universal acclaim as an antibiotic of choice in a vast array of infee- 
tions of bacterial, rickettsial, large viral and unknown etiology. There exists 


upon no other broad-spectrum antibiotic a larger number of reports of excel- 
lent clinical results than has appeared upon aureomycin. 


Aureomycin has earned a high place in the esteem of clinicians everywhere 
by its effectiveness, alone or combined with other chemotherapeutic agents. 


New aureomycin minimal dosage for adults —four 250 mg. capsules daily, with milk. 


Packages : CarsuLes:—250 mg., bottles of 8. Dentat Conrs—Tube of 
12 (5 mg.). Dewtat Paste—5 Gm. jar (30 mg./Gm.). InTravenous—Vial 
of 100 mg. with leucine diluent. Ormvrment (Topical)—j} oz. tube (30 

./Gm.). (Ophthalmic)—6-} oz. tubes (10 mg./Gm.). OT1c—Vial 
of 50 mg. with 10 cc. vial of diluent. Srensorps}—Jar of 12 doses. 
So.uste TABLETS—Tube of 12 (50 mg.). Trocues— Bottle of 25 (15 mg.). 
Vacinat Powper—5 Gm. vial (200 mg./Gm.). 
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LEDERLE LABORATORIES (INDIA) LTD., P. 0. B. 1994, BOMBAY 
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DURING 
ERS 
MOTH PREGNANCY 
| « LACTATION 
CHILDR GROWING 
YEARS” 
DuRING 


__ CONVALESCENCE 
ASTHENIA 


Supplies all requirements of: 
Vitamins, Iron & Calcium 


*‘MALTOMIN’ combining all the necessary 
factors for nourishment and growth is the 
ideal tonic for growing children who are 
underdeveloped, rickety, thin and weak. 
*‘MALTOMIN'’ is specially useful for women 
during pregnancy and lactation, for 
28 convalescents and for those on 

diet. 

py Composition: Each fluid ounce contains ; 


Vitamin Bi2 10mcg. Vitamin B: ... 2mg. 
Colloidal Iron 4 gr. VitaminB2 .. Img. 
Vitamin A 16,000LU. Niacinamide... 20mg. 
Vitamin D 3,6001U. Cal. Gluconate § gr. 


AND MALT EXTRACT. 


la 289 BELLASIS ROAD, BOMBAY 8. 


“Cipla Sales Depot.” 
P-33, Ganesh Ch. Avenue, Calcutta-12. 


When replying, please mention the Journal of the Indian Medical Association 


ii ee October, 1952 
a 
| 


J. 1. M4. A, ADVERTISER 


INDEX TO ADVERTISERS 


Alarsin Pharmaceuticals (India) ta Gluconate Limited es ee 
Alembic Chemical Co. Ltd. .. slv Herts Pharmaceuticals Ltd. .. ++ exxix 
Allen & Hanburys ee Himalaya Drug Co. «+ 
Trading xviii Hind Chemicals Led. +. Sed Cover 
micals & a Horlicks Led. xiv 
Co. Led. .. xxvii Imperial Chemical Industries (India) Led. . .. 2nd Cover, 
tage Chemical Co. Led. Imperial Surgical Co. oo @ 
xiii I. M. S. Laboratory Ltd. 
y men vow) Electrical Industries Indian Health Institute & Laboratory Led. vi 
(India) Led. . John Wyeth & Brother Ltd. ivvalix 
Atlantis (East) Led. +. xiv Lederle (India) Led. 
Bengal mical & Pharmaceutical May & Baker Led 
Works Led. Front Cover, xxxiv Mysore Industrial & Testing Lab. Led. -» al 
Bengal Immunity Ca. Led. ++ XEXiv Navaratna Pharmaceutical oo 
Boots Pure Drug Co, (India) Led. e+ xxxiii Neo-Pharma Limited oo ae 
Brahmachari Research Institute Elvi Nestle’s Products Led. 
British Drug Houses (India) Ltd. +. xxxvi Oriental Research & Chemical Lab. ie .. 
British Metal Corporation Led. .. xxxvi Pasteur Laboretories Ltd. xviii 
_Burma Shell +. Evi Philips Electrical Co. (India) Led. 
C. Agrawal & Co. Led. Ranbaxy & Co,, Led. Back Cover 
Calcutta Chemical Co., Ltd. .. | Raptakos, Brett & 8 
Calcutta Polyclinic ++ xlviii Sandoz Led. EEvi 
Capco Ltd. V Sarabhai Chemicals 
Chas, Pfizer Inc. Schweizhind (overseas) Agencies se 
Cilag-Hind Ltd. ee be +. EXKV Scott & Bowne Ltd. a 
Cipla Led. Scientific Publication Concern +. xlviii 
Coates & Cooper Ltd. os +. VL Smith Kline & French International Co. .. xxv,xxiz 
Laboratories Ltd. +. xxii (Pharmed Ltd.) 
Chemical Works Ltd. xlviii Smith Stanistreet & Co., Led, ++ Vilixlvilii 
Dafoe Rubber Co. (India) Ltd Stadmed Limited xlvii 
Eastern Drug Company Limited lii Tropical Chemical Works aivii 
Works Ltd. .. xxiv U D Co., 
Medim nion Drug Led. xiii 
Fedco | Ward, Blenkinsop & Co (India) Led. o>. & 
General Electric Company (India) Ltd. .. xsviii William R. Warner & Co., Ltd. xv,xviii,xx,xxi 
Glaxo Laboratories (India) Led. W. T. Suren & Co. Led. xiii 


STERATHAL 
SUSPENSION 


«WB» brand of Phthalyl Sulphacetamide 


This new raspberry-flavoured presentation of STERATHAL-WB with Pectin and Kaolin has been designed 
so that the Medical Profession may have a preparation readily available for the “difficult” patient; and 
especially for those troublesome cases of infantile gastro-enteritis and non-specific diarrhoea where a palat- 
able and attractive dose is needed. 


Literature available from Sole Importers : 


WARD BLENKINSOP & CO. (inbiA) LTD. 


1-110, HAINES ROAD WORLI BOMBAY-—18. 
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Rest for the ulcer means rest from those factors which promote fts 
activity. Rest leads to quiescence—quiescence to healing. ‘Aludrox' 
Amphoteric Gel will provide the protection that permits rest. As a 
colloidal suspension of Aluminium Hydroxide it is capable of neutralis- 
ing at least twenty times its own volume without risk of acid rebound 
or alkalosis. 

‘Aludrox’ stabilises the stomach content at pH 3.5-4.0, and thus 
interrupts the vicious circle of ulcer—pain—reflex activity—ulcer, 


‘ALUDROX’ 


AMPHOTERIC GEL 


Available in \2-0z. bottles and sold in 
boxes of 60 13-grain tablets 


JOHN WYETH & BROTHER LIMITED, LONDON 
Distributors in India and Burma: GEOFFREY MANNERS & COMPANY, LIMITED 
Bombay - Calcutta - Dethi - Madras - Rangoon 
Pakistan: GEOFFREY MANNERS & CO. (PAKISTAN) LTD. Lahore-Karachi-Chittagong 
Ceylon: MILLERS LIMITED, Colombo, 
Malaya; ANGLO-THAI CORPORATION LIMITED,  Singap 


7 


When replying please mention the journal of the Indian Medical Association 


= i 
iv October, 1952 
ae 
‘ ~ 
4 
yore 
BRAND REGO. 
\ 
> \ 


1. Mt. A. ADVERTISER 


For vitamin therapy with massive doses 


Betabion ....:.. 
Vitamin B, 


Ampoules of 25 mg. in 1 c.c. 
Ampoules of 100 mg. in 2 «.c. 


Rubber-capped phials of 10 c.c. 
100 mg. in 1 ec. 


CEDIOR 


Vitamin C 
Tablets of 200 mg. 
Tablets of 500 mg. 


Ampoules of 500 mg. In 5 c.c. 
Ampoules of 500 mg. in 1 c.c. 


Rubber-capped phials of 10 c.c. 
500 mg. in 1 ec. 


GHEMICAL WORKS - DARMSTADT 
GERMANY 


Sole Agents ; 

CAPCO LIMITED MERCK. DEPT.. 
BOMBAY : P. ©. Bag 1652 
CALCUTTA P. O. Box 2253 
MADRAS: P. ©, Box 1281 
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Indigenous Drugs of Proved Value in Mental Disorders 


Jablet “SILEDIN” (acarsin) 


(Jeevanti, Chandrika, Brahmi, Shankhavali, Vache, Bhrungraj) 
Some Case Reports : 


Case 1. Care Dr............MBBS. 
Female-age 53. Occupation: Nil. Now in England. Complaints: fear of persecution, see figures, objects 
and persons moving round her and admonishing her since 5 years, from 1945. Symptoms of psychosis; at times 
maniacal with all bizarre syptoms, occasionally depressed and excited alternating phase—was in my nursing home 
for 6 months before leaving for England. Investigations showed menopause, mild aneamia and B-Complex 
deficiency, adequate treatment given for the said. Previous treatments. and results: Disappointing till 12 sittings 
of Electric Shocks and a course of Siledin tablets 2 T.D.S. during last six weeks of her stay, pt. almost rational. 
SILEDIN and Electric shock showed a marked change in pt.'s temparament and behaviour. Was cerified to 
travel by ship to go to England, which was accepted by ship Dr. Pt. is still continuing SILEDIN tablets and has 
started doing household duty in England ; condition much improved. 

Case 2. Anxiety Neurosis : LCPS. DPS. LM. 
Sex: Female, Age : 42, Occupation : household work: Afraid to come out of bed—thinks she is very weak—at 
times irrelevant in talk—anxious look—Anxiety Neurosis—General debility—poor nourishment. SILEDIN 
treatment : SILEDIN : 2 tabs. twice a day for one month. After four days treatment the facial look of anxious- 
ness improved—after a week-complete impro was however continued for one month. 


Case 8. Mania: 
Sex: Female, Age: 40—loss of temper—maniacal outbursts—loss of appetite—Insomnia, Mania, rolling, 


abstinence of food, hostile attitude to everybody, particularly towards her daughter-in-law and mother— 
symptoms more marked in the presence of her husband—Treated with O0cstrogenic hormones and Pheno- 
barbitones, SILEDIN treatment: Only SILEDIN has been given with good results. 

Case 4. Anxiety Neurosis : MBBS, MRCP, LRCP,. DTMH. 


SILEDIN tablets improved a very stubborn case of Anxiety neurosis who had hallucinations of hearing voices 
and persons talking and ridiculing him... «the patient writes: 
taken in all 110 tablets...”. 


PACKINGS OF 50, 100 & 500 TABLETS 


Literatures from 
ALARSIN PHARMACEUTICALS (INDIA), Post Box-14, BOMBAY-1. 


“I am now allright...till now I have 


Telegram: HEALTHLAB Dum Dum. Telephones : { gs > 


Indian Health Institute & Laboratory Ltd. 


1, GARANDANGA ROAD, DUM DUM CANTT. CALCUTTA-28. 


FOR BIOLOGICAL, CHEMO-THERAPEUTIC & 
PHARMACEUTICAL PRODUCTS 


@ A CONCERN THAT !S MEDICAL MEN'S VERY OWN. 
@ STARTED, OWNED & MANAGED BY MEDICAL MEN. 
@ LABORATORY FITTED UP WITH UP-TO-DATE APPARATUS. 
@ VIGILANT CARE IN PRODUCTION & STANDARDISATION. 


Quality G& Service 
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SAFELY MENOPAUSE 


BRAND OF 

* TABLETS 
O5 mg., t mg. and 5 mg. in bottles of 25, 100 and $00, 

* AMPOULES 

mg. and mg. in boxes of 6 x cc. 


*DOSAGE CAN BE ACCURATELY MEASURED WITH CLINESTROL 


GLAXO LABORATORIES (INDIA) LTD. BOMBAY © CALCUTTA @ MADRAS, 
( opprighs 


for swift saturation 


© 


Too often vitamin A deficiency goes 
undetected until such symptoms as dry, 

scaly eruptions, poor dark adaptation 

or general susceptibility to infection bring the 
sufferer to your consulting room. Rapid vitamin 
A saturation can normally be achieved by giving 
*Prepalin’ orally in capsule form. In exceptional 
cases, however, ‘Prepalin’ may be given by 
intramuscular injection. Even infants tolerate * Prepalin’ 
by mouth perfectly well, and ‘Prepalin’ Liquid given 
regularly in the carly years is a wise precaution against 
the disorders of growth that characterise avitaminosis A. 


Each capsule contains 24,000 i 
vitamin A. In bottles af 25. on 


LieviD 


P R E P A N 


100,000 6 « bee, 


GLAXO LABORATORIES (INDIA) LTO., BOMBAY ~ CALCUTTA ~ MADRAS 
Copyright 


LAS. (8) 
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THE GRIM PICTURE 


Of the many types of heart diseases capable of 

causing death hypertension certainly presents the 

grimmest picture. it can be treated satisfac- 

torily with Bromo-Raulfin, the standardised 
compound. 


Bromo-Raulfin reduces the elevated blood 

re and maintains it at the lowered 
level, gives the patients a feeling of well 
being and is from all toxic effects. 


4+ BROMO-RAULFIN 


ine suceesstul hypotensive agent - 


EASTERN DRUG CO. LTD. @ CALCUTTA. 27. 


MILK OF MAGNESIA 


offers um hydroxide in a pleasant, 
palatable form, and is recommended in cases 
of acid dyspepsia, heart burn, flatulence, 
vomiting and any other complaint attendant 
with acidity 


CREAM OF MAGNESIA 


with paraffin liquid B. P. has been specially 
prepared to provide a mild, easy-to-take 
non-irritating alkaline laxative. 


SMITH STANISTREET & CO., LTD. 


CALCUTTA BOMBAY MADRAS KANPUR 
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COMBINED AMPOULES 
of 


CALCIUM-SANDOZ 


WITH VITAMIN C 


Restorative « Tonic e Protective 


OTH calcium and vitamin C are of funda- 
mental importance for the balanced func- 
tioning of the organism. Their therapeutic 
administration is desirable (1) when their supply 
with the food is low, (2) during periods of increas- 
ed need (growth, pregnancy, lactation), (3) when 
the organism is under strain (disease, allergens, 
overwork). The vital physiological functions of 
calcium and vitamin C are interlaced and overlap 
each other. Their joint administration is, there- 
fore, of particular value in the treatment of : 


Allergic, exudative, inflammatory states. Febrile 

Go of —- conditions. Lack of resistance to infections. Faulty 
with Vitamin C : . 

. development of skeleton and teeth. Hemorrhagic 


5 ec.: boxes of 10, 50, 100 tendencies. Weakness and fatigue following 


ampoules. ‘ 
' disease and overwork. 


10 cc.: boxes of 5, 20, 50, 


100 ampoules. 
An Ampoule of 10 cc. contains 90 mg. elementary cal- 


cium (like Calcium-Sandoz 10°) plus 200 mg. Vitamin 
C. For intramuscular or slow intravenous injection. 


SANDOZ LTD., BASLE (SWITZERLAND) 
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| | Quality Inspires Confidence 


The quality of Chinoin, Budapest, Medical 
Specialities, justifies confidence. 


AKROLUTIN 
@ synthetic corpus luleum hormone 


AKROFOLLIN 
a folliculine derivative 


BILAGIT 
cholagogue, choleretic 


DYSCURAL 
highly effective in amoebic dysentery 


NOVATROPINE 
a 50 times less toxic, equally poten! substi- 
tule of atropine 


NOVURIT 
the organic mercurial diuretic of choice 


TROPARIN 
a spasmolylic of powerful activily 


ULTRASEPTYL 
for all indications of sulphonamide treatment 


O 


Sole Representatives in India 
EZRA BROTHERS 
Sir Phirozshah Mehta Road 
BOMBAY. 
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AN EFFECTIVE DRUG 


for the control and management of 
ESSENTIAL HYPERTENSION 


(Alkaloid Separated from Rauwolfia Serpentina roots ; Melting Point 235°C) 
The latest contribution of Gluconate Ltd. 
Effective 


e Dependable 
e Non - toxic 


GLUCONATE LIMITED 


115, PRINSEP STREET, CALCUTTA—13. 


| CALCIUM GLUCONATE & VITAMIN C | 
IN ONE AMPOULE 


IN TWO STRENGTHS 


10 cc. 
1 gm. 
Vitamin C 500 mg. 


For intaamuscular or intravenous injections 
in Calcium and Vitamin C deficiency states. 


BOTH STRENGTHS AVAILABLE 
In boxes of 6 & s0 ampoules 


Particulars from :— 
RAPTAKOS, BRETT & CO., LTD., WORLI, BOMBAY 
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Per Ampoule of 5 cc. or 10 cc. 
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Vitamin C 200 mg. 200 mg. 
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More unsettled than the winds 
that blow are a woman’s 


moods in the middle years, 


Tosstd by varying emotions, as changeable as the wind, the woman at 
the menopause is at the mercy of her moods. Apprehension, flushing, 
irritability and depression prevail, and unless active measures are taken, 
the outlook remains clouded and uncertain throughout many difficult years. 
Euvalerol M, the ideal sedative in menopausal conditions, alleviates 
nervous phenomena and vasomotor disturbances and restores the 
emotional balance. 

Euvalerol M contains a preparation obtained from valerian root from 
which the unpleasant odour, characteristic of valerian, is eliminated. 
To each fluid drachm (4 c.c.) of this odourless preparation of valerian 
are added } grain (16 mg.) of phenobarbitone and 0°! mg. of stilboestrol. 


EUVALEROL 


In bottles of 4 and 8 fluid ounces 


Literature on application. 
ALLEN & HANBURYS LTD 


( INCORPORATED IN ENGLAND 
BOMBAY 


CALCUTTA 
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IMPRESSION 


ASOKA CORDIAL COMPOUND 
with Vitamins & Hormones 
Uterine Tonic Par Excellence. 
issued in 6 oz and 16 oz phials. 


VINOPHOS 


ideal Pick-me-up Tonic. Issued in 12 oz phial. 


B-TONEX 


With Vitamin 8-12 And Folic Acid. Oral Vitamin Tonic. 
issued in 4 oz phial. 


Sumples and Literature on Request 


i.M.S. LABORATORY LIMITED 


5, ROYAL EXCHANGE PLACE, CALCUTTA—I. Works: LUCKNOW, (AMAUSI) 


PARENTERAL VITAMIN CONCENTRATES 


THIAVIT - 
VITAMIN B-1,100 mg in 2. ¢. 


For Avitaminosis B-1, Issued in 6, 12, 50, 
100 & 1000 ampoules packings. 


CEVITAMIN- 
VITAMIN C,100 mg. in 2 c. ¢. 


For Avitaminosis-C, Issued in 6, 12, 50, 
100 & 1000 ampoules packings. 


Samples and Literature on Request 


LABORATORY LIMITED 


5, ROYAL EXCHANGE PLACE, CALCUTTAI. Works: LUCKNOW, (AMAUSI) 
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A standardised palatable vitamin tonic derived from natural 
sources, i.e. rice and wheat polish, germinated pulses and 
healthy sheep liver. Supplemented with synthetic vitamins. 


Suren Road, 
- Sole Distributor 
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For Expectant Mothers 


Horlicks is made from full- 


_cream fresh milk and the 


nutritive extracts of wheat and 
malted barley. It is an ex- 
cellent food for the expectant 
mother. 

Horlicks is partially pre-digest- 
ed during manufacture and 
is ideal in cases where the 
digestive system is weakened. 
It helps to correct constipa- 
tion and leads to the form- 
ation of regular bowel habits. 
Horlicks possesses a high anti- 
ke‘ogenic value and taken at 


bed-time or before rising, helps 
to prevent morning sickness. 
many physicians it 
stimulates the flow 


HORLICKS 


PRESCRIBED WITH 
CONFIDENCE FOR OVER 
HALF A CENTURY 
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In confidence... 


Even in these enlightened days, guidance on methods 
of family planning can do much to remove anxiety and 
promote a patient’s mental and physical well-being. 
Gynomin entirely fulfils the requirements of a modern 
contraceptive and may be accepted with confidence. 


@ Spermicidally efficient @ Clean in applicati greasy 
Harmless to health Keeps perfectly im all climates The scientifically balanced, 


antiseptic and deodorant 
G Y N O MI N contraceptive—in tablet form 


Medical Literature and samples on request Formula No. CDL 1040. 


COATES & COOPER LTD 


Look to the 


The tongue is very often a good indicator when 

vitamin B-complex deficiencies are suspected. Omni-Bete* 
Improved is the ideal preparation when such a 

deficiency is established, having a high therapeutic ~~ 
value without the unpleasant taste and odour so 
often found with vitamin B preparations. 4 


4 *TRADE MARK REGD. 
Bet 
-Beta 
Vitamin By 2-0 mg., Vitamin 


2-0 mg., Niacinamide 10-0 mg., | masks the rich concentrate of the important Vitamin B ‘oved 
d. 1-87 mg., Vitamin factors and liver concentrate. The pleasing natural orange Impr 
Be 0-2 mg., Choline chloride | favour adds to Omni-Beta's therapeutic value, since even 

23-05 mg., Inositol 10-0 mg., | large doses will be readily The ded 

Liver concentrate N.F 150-0 mg. | dosage of Omni-Beta Improved is two teaspoonfuls daily, 

or more, as directed by physician. 


OMNI-BETA IMPROVED is available in bottles of 4 os. 


WILLIAM R. WARNER, New York, U.S.A. 


Distributors: MARTIN & HARRIS LTD., Mercantile Buildings, Lall Bazar, Calcutta. Also at Bombey, Madras and Delhi 
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Trade enquiries to: MULLER & PHIPPS (INDIA) LTD. Branches at: Bombay - Calcutta - Delhi - Madras 
Distributors of Shelitox for BURMAH-SHELL OIL STORAGE AND DISTRIBUTING COMPANY OF INDIA LIMITED (Incorporated in England) Agents 


Ory” VITAMINS ana MINERALS 


A, Bye), C, 0, E, NICOTINAMIDE, mon 6AND PHOSPHATE 


isateeee .... essential requirements to progressive recuperation 


ano VITALITY 


' vitality lengthen the period of convalescence and 
ult in a relapse. 

there is evidence that the patient lacks a reserve of vitality, 

systematic medication and the admini ion of essential vitamins 
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BODY FLUID DISTRIBUTION AND 
ANTIDIURETIC HORMONE IN URINE 
IN DIFFERENT TYPES OF OEDEMA 


HIRALAL SAHA, 
Professor of Physiology 


AND 


K. P. SEN GUPTA, 
Curator, Pathology Department 
Nilratan Sarkar Medical College, Calcutta 


The distribution of the body fluid and the role 
played by endocrines in the pathogenesis of renal and 
other types of cedema have been a subject of contro- 
versy. Brown and Rowntree (1928) have shown that 
in acute and in subacute nephritis the plasma volume 
remains within normal limits except when severe 
anemia is present. Litchwitz (1929) observed high 
plasma volume in early acute glomerulonephritis 
whereas Nonnebrauch (1921) is of the opinion that in 
nephritis there may be either decrease or increase in 
plasma volume depending upon electrolyte concentra- 
tion, colloid concentration and other factors operating 
at a particular moment. Waterfield (1931) reported 
actual fall in plasma volume in nephritic cedema during 
the formation of cedema and a rise during its subsid- 
ence. McClure and his associates (1933) also confirmed 
the above view. Gibson and Evans (1937) working on 
nephrotic cedema concluded that in most cases there 
occurs an increase of plasma volume. Robinson and 
Farr (1940) demonstrated the presence of an antidiuretic 
substance in the urine of patients suffering from the 
nephrotic syndrome. 

Rallie et al (1944) demonstrated the presence of 
an antidiuretic principle in the urine of patients suffer- 
ing from advanced cirrhosis of the liver with oliguria. 
Perrara (1946) reported an increase of plasma volume 
in Laennec’s cirrhosis. Lichtman (1948) remarked that 
there occurs a disproportionate increase of the tissue 
fluid volume over the plasma volume in cirrhosis of 
the liver. 

Mollison (1946) investigated the plasma volume of 
6 male and 9 female prisoners in Belsen concentration 


camp and found an increase of plasma volume of about 
50 per cent above normal in nutritional cedema. 
Henschel et al (1947) working on experimental nutri- 
tional oedema on human subjects concluded that there 
was an increase of plasma volume as well as of 
thiocyanate space in all cases investigated by them. 
Gopalan (1950) reported the presence of antidiuretic 
hormone in the urine of his patients suffering from 
nutritional cedema associated with marked oliguria. 


The present investigations were carried out on 
patients suffering from either renal, cirrhotic or nutri- 
tional edema. Plasma volume and extracellular fluid 
volume were determined in these patients and an assay 
of antidiuretic principle in the urine was made in 
selected cases. Finally, an attempt has been made to 
correlate the findings in body fluid distribution with the 
presence of antidiuretic hormone in the urine. 


MATERIALS AND METHODS 


Investigations were carried out on 30 patients 
admitted in the Medical Wards of the Nilratan Sarkar 
Medical College Hospitals during the period of April 
1950 to August 1951. Ten of these patients had 
cirrhotic liver, ten had nephritis and the rest suffered 
from nutritional cedema. Only those patients in whom 
the diagnosis was established beyond doubt with the 
aid of clinical and laboratory findings were studied for 
the purpose of this investigation. Urinary antidiuretic 
hormone was estimated on 4 patients each of cirrhosis 
and malnutrition and on 10 patients with nephritis. 


PLASMA AND TissvE Fiurp VoLuME DeTEeRMINA- 
TION: Method—Plasma volume was determined by 
the ‘‘ dye method ’ of Gregersen using 0-7 per cent 
solution of T-1824 in pyrogen-free distilled water. One 
ml. of coloured plasma obtained 10 mins, after injec- 
tion of 5 ml. of the dye solution was mixed with 5 ml. 
of saline. The colour was compared with a standard 
prepared from og ml. of control plasma mixed 
with o-r ml. of 1 in 50 dilution of the dye and 5 ml. 
of saline. 


Extracellular fluid volume was determined by the 
method of Gregersen and Stewert (1939). Sixteen ml. 
of 5 per cent solution of sodium thiocyanate was 
injected into the arm vein (through the same needle 
used for injecting T 1824). The concentration of 
thiocyanate was determined in a sample of serum 
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collected from the opposite arm vein one hour after the 
injection. To 5 ml. of trichloracetic acid filtrate was 
added 1 ml. of ferric nitrate and the colour was com- 
pared with a standard prepared from the same 
ampoule. 

A photo-electric colorimeter was employed for both 
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No. Initials 
8. in litres 
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the plasma volume as well as for the thiocyanate 
estimation. 

Interpretation—In order to assess the result of our 
findings we estimated the plasma volume and intersti- 
tial fluid volume in ten normal adults. The results are 
expressed in Table 1. 


Tissue 
fluid 
per Kg. 
of body 
weight 
in mil. 


Other haematological 
data 


R.B.C. in 


million 


P.C.V. 
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These findings indicate that in healthy individuals 
plasma volume ranges between 45 ml. and 59:2 ml. per 
Kg., with a mean of 52:2 c.c. per Kg. of body weight. 
This figure is in close agreement with most other 
published figures on the subject. 

It may be pointed out that the main difference in 
blood volume of the two sexes is accounted for by the 
greater corpuscular volume ‘n the males. We have 
therefore omitted the corrections necessary for the 
variation of the sex of the individual patients. 

The tissue fluid volume was found to vary between 
148 ml. and 208 ml. per Kg. of body weight with a mean 
of 174°3 ml. per Kg. The volume of tissue fluid in an 
individual is equal to 3:34 times the plasma volume. 
These standards have been employed in the evaluation 
of the data presented here. 

AnTipIuRETIC Hormone: Method—The 
advocated by Rallie e¢ al (1944) was followed. 

Twentyfour hours urine, collected under toluene 
and acidified with acetic acid, was evaporated to about 
80 ml. at room temperature below electric fans. It 
was then dialysed in cellophane bags for about 8 hours 
and the volume was made upto roo ml. 

Groups of four albino rats weighing between 120 
and 200 gms. served as test animals. The rats were 
hydrated to 5 per cent of their body weight with tap 
water introduced into the stomach with a rubber 
catheter. One ml. per 100 gms. of body weight 0’ 
processed urine was then injected intraperitoneally to 
these rats and the antidiuretic potency of the urine was 
calculated from the inhibition of water-diuresis. 

Two groups of 4 rats were used for each experi- 
ment and the mean of the two experiments was taken 
to be the result. 


method 


Interpretation—The first four experiments were 
done on groups of hydrated rats, receiving 1 ml. of 
water per 100 gms. of body weight intraperitoneally 
instead of processed urine. The excretion time of 25 
per cent and 50 per cent of ingested water was noted 
as shown in Table 2. 


TABLE 2 


Time (min.) for 
50% excretion 


Time (min.) for 
25% excretion 


(1) 60 
(11) 60 
(1) 60 
(11) 75 
(1) 75 
(11) 75 
(1) 60 
(11) 60 


It will be seen that hydrated rats excreted 25 per 
cent of water ingested within 60 to 75 mins. and 50 
“per cent of the water ingested within 75 to 120 mins., 
then no injection of normal or abnormal urine was 
given. 


RESULTS 


Result of assay of normal urine for antidiuretic 
hormone: Twentyfour hours urine from four normal 
subjects were collected and ‘‘ processed "’ in the way 
described above. Groups of 4 hydrated rats were then 
given intraperitioneal injections of 1 ml. of processed 
urine per 100 gms. of body weight and the time required 
for excretion of 25 per cent and 50 per cent of ingested 
water was then noted. The results are shown in Table 3: 


Total volume Total Tissue 
Body , per Kg tissue fluid : 
| of body 
in ml, 
48:7 
53°5 
59°2 1 
51-1 
45 
50-9 
F 55 
54°2 
1 50 
sve Mean 52-2 174°3 
Expt. 1 see 90 
75 
Expt. 2 dus 75 
120 
Expt. 3 tse 90 
7 105 
Expt. 4 ove 75 
90 
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This shows that normal urine causes slight anti- 


TABLE 3 


Case. — Sp —, diuresis. Average time of 25 per cent excretion was 
Sex volume min " 
No. 24 hrs.in mi. 8" 25% 50% 85 min. and 50 per cent excretion was 165 min. as 
M. 1490 190 compared with 60 to 75 min. and 75 to 120 min. 
90 165 respectively when no urine was given, 
2 F. 1600 1010 75 135 
3 M. oon — a 170 In the present investigation 18 samples of urine 
105 185 collected from patients suffering from nephritis, cirrhosis 
and nutritional oedema were examined for antidiuretic 


Average 
Range _... _75 to 105 135 to 185 activity. 


TaBLe INcREASE oR Decrease or Volume anp IncREASE OF Tissuk FLUID ANTIDIURETIC 
Hormone Excretion Urine or Cases Nutritionat Orpema, Cirrnosis or Liver anp Nepuritis 


Per cont Antidiuretic hormone 
Total Per cent Tissue ratpecod 


Body Total increase oF 
Serial Age plasma tissue increase fluid 
Initials Weight of fluid in of tissue plasma Exceetion thne (win.) 
asma 0 
litres fluid volume 25% 50%, 


No. Sex 4 
in Kg in litres 


volume 


ORDEMA 


NUTRITIONAL 


5 
7 SBB 40M 53 4 30 15°5 6) 6 150 255 
8 RM 30M 50 7 12-3 ;1 5 135 180 
, 6 +18 10-8 48 1 


- 
ce 
~ 
= 


1 cc 22F 42 2 — 9 11-2 54 5-6 270 300 
2 cD 20M 40 57 5:2 165 300 
3 20F 15 12-2 56 5:8 165 275 
K 30F 5 3 + 30 14°9 or 9 105 255 
5 B 35M 58 2-6 13 1473 41 5°5 270 330 
6 AUR 25M 67 24 13:8 19 155 255 
7 sc 60M 150 430 
8 AKS 25M 105 255 
270 

145 


= 


into ‘‘ moderate’’ and ‘‘ severe’’ class after the 


The results fell into 3 categories as follows: 
25 per cent excretion below 85 min. and method advocated by Rallie et al. 
” ” 165 min. Moderate antidiuretic activity: 
25 per cent excretion between 85 and 155 min. 


165 and 215 ,, 


Normal antidiuretic activity 
No excess of antidiuretic hormone. 


50 ” ” 


Marked antidiuretic activity: 
25 per cent excretion above 155 min. 


215 


Those cases in which the excretion times were pro- 
longed beyond these limits had high antidiuretic potency 
in the urine. Cases of the latter group were divided 


1 BK 25M 35°5 “4 +32 9-06 45 37 
2 BB 51M 40 I +49 13-2 89 4°3 
3 KD 55M 44 “9 +26 11 43 3-8 60 go 
4 sD a5F 35 5 +38 11-2 83 4°5 
5 Sati 38M 45 6 +13 9-6 23 37 75 105 
6 MLD 35M 43 +13 47 4°2 
7 PD 32F 30 I +41 10-1 ot 18 
8 s 30F 30 Pr +19 8-3 58 “4 60 go 
; 9 sP 30M 38 8 +40 8.3 27 2-9 
MM 35M 43 “4 + 9 10 33 90 105 
CiRRHOSIS OF LIVER 
SCK 32M 53°5 36 +333 51 ‘9 
RPS 31M 40 2-6 + B3 2 
LND 40M 40 +60 13°5 93 9 
AD 50M 42 3 +37 13 78 3 : ins 
GM 40M 54 3-8 + 36 15 50 Q 90 120 
105 165 
NEPHRITIS 
| 
| | 


SAHA AND SEN GUPTA 


VOL. XXII NO. 1 
OCTOBER, 1952 


These results for the body fluid distribution and rats in 3 cases in which antidiuretic hormone was posi- 


urinary antidiuretic hormone of each group of patients 
are presented in Table 4. 


1. NuTrRiTionAL OrpEMA: Plasma volume and 
tissue fluid volumes were estimated in ten patients of 
this group. The average increase in plasma volume 
for this series was found to be 25 per cent above 
normal. The lowest level for the tissue fluid volume 
was 10 per cent above normal, and highest was 40 per 
cent above it, the average increase being 24:8 per cent. 


The ratio tissue fluid/plasma volume was determin- 
ed in each case. It was found to vary between 2-9 and 
4°8 and the average value for this ratio was 4. This 
ratio in the normal individuals investigated here varies 
between 2:9 and 3°8 with an average of 3:34. It is 
obvious from our findings that in our series almost all 
the patients suffering from nutritional oedema had 
increased plasma volume and tissue fluid but the 
increase was proportionate in so far as the ratio tissue 
fluid/ plasma volume did not alter significantly from 
normal. 


Antidiuretic hormone assay of urine was made on 
four patients of this group. The rats excreted 25 per 
cent and 50 per cent of ingested water in 71°5 min. 
and 97:5 min. respectively and the excretion was so 
rapid that the results could be compared to group 1 
control experiments in which hydrated rats were given 
intraperitioneal injection of water only instead of urine. 
The antidiuretic activity of the urine was thus “ sub- 
normal ’’ in these patients. These patients had no 
** oliguria ’’ at the time of experiment, the 24 hours 
urine volume ranging between 1,300 and 1,800 ml. a 
day. 


2. CrirRHosis oF Liver: We had nine patients 
in the group in whom the plasma volume tissue fluid 
volume estimations were done. The plasma volume 
was within normal limits in one case and was increased 
in the others. The lowest elevation of plasma volume 
was 8-3 per cent and the highest 40 per cent above 
normal, the average increase being 27:3 above normal. 
The increase in tissue fluid varied between 13 per cent 
and 48 per cent above normal, the average increase 
being 28 per cent. 


The average tissue fluid plasma volume ratio in 
cirrhosis was 4°3, a slight but definite increase above 
the normal. This indicates that in cirrhosis there 
occurs a rather asymmetrical increase of fluid in the 
two body compartments. These findings point to 
relatively higher increase of tissue fluid than that of 
plasma volume in cirrhosis. 


Urinary antidiuretic hormone concentration was 
also estimated in four cirrhotic patients the body fluid 
figures for 3 of whom are available. Moderate anti- 
diuretic activity could be detected in the urine of 3 of 
the 4 patients investigated. The average excretion time 
of 25 per cent and 50 per cent of ingested water by the 


4 


tive being 130 min. and 200 min. respectively. 


In most of these patients urinary volume was below 
1,000 ml. a day. It is interesting to note that in one 
of these patients the urine was analysed on three 
successive occasions (Case No. 7 S.B.B.) on the 12th, 
22nd and the 3rd of the next month. The urinary 
antidiuretic hormone was normal on the first two occa- 
sions but was high on the 3rd when the urinary volume 
also fell to about 450 ml. from 1,200 ml. day. The 
patient subsequently became anuric and died after a 
few days. 


3. Nepuritis: The body fluid estimations were 
done only in 6 patients with nephritis. In most of 
these cases, the plasma volume tends to sink below 
normal or remains within the normal limits. The 
tissue fluid, on the other hand, shows a remarkable 
increase in nephritis, the average increase of tissue fluid 
for these six patients being 3-6 above normal. This 
fall in plasma volume associated with elevation of tissue 
fluid volume altered the ratio tissue fluid/ plasma volume 
significantly, which was now 5:3 as compared with 4°3 
in cirrhosis and 4 in malnutrition, and 3-34 in normal 
individuals. 


This indicates that in nephritis there occurs selec- 
tive accumulation of fluid in tissue spaces and the 
capacity of the blood to hold water is diminished. 


The figure for the urinary antidiuretic hormone in 
patients with nephritis seems to be very interesting. 
Assay of antidiuretic hormone was undertaken in the 
urine of ten nephritis patients and excepting one (Case 
No. 10) who was recovering, high concentration of 
antidiuretic hormone could be detected in the urine of 
each of them. The time taken for excretion of 25 
per cent and 50 per cent of ingested water by the 
hydrated rats was much prolonged as compared with 
the other groups. The average of nine estimations in 
which a positive result was obtained being 184 min. 
and 297 min. for the excretion of 25 per cent and 50 
per cent of water respectively. 


Presence of high concentration of antidiuretic 
hormone in the urine of the same patient in more than 
one sample could be detected. Thus in Case No. 1 
(C.C.) the estimations were done twice, in Case No. 6 
estimations were done thrice. Excess of antidiuretic 
hormone was found in each separate sample. In most 
of our nephritis patients urinary volume could not be 
related to the antidiuretic hormone concentration in the 
urine. 


The relationship between the tissue fluid / plasma 
volume ratio and the antidiuretic hormone concentra- 
tion in urine is expressed in Table 5. It will be seen 
that high concentration of antidiuretic hormone is 
found in these cases where the former ratio in increased 
or, in other words, where there occurs selective reten- 
tion of fluid in the tissue spaces as in the nephritis 
patients of our series. 
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ANTIDIURETIC HORMONE IN URINE 


TABLE 5 absence of antidiuretic hormone in urine. Walker 
Se a =. (1939) confirmed the above findings on diuretic rabbit 


_— Antidiuretic Ptepatations by administering hypertonic saline by 
fluid: Excretion time (min.) hormone subcutaneous route. 
plasma 25% 50% conc. 
volume The above discussion establishes clearly the cause 
and effect relationship between the salt retention in 
Normal ... 3-34 85 aie emus nephritis and the antidiuretic hormone secretion though 
it must be admitted that the exact mechanism of 
Nepunitis antidiuretic hormone secretion and its persistence over 
cc 5-6 270 300 + + + 4 long time in nephritis remains obscure at the present 
cD 165 300 + + + moment. 
see 5°38 105 270 + . + 
K ia” 105 255 ¢ &@ The antidiuretic hormone secreted in nephritis is, 
ee 5°5 270 330 + + + of course, compensatory in nature and helps to main- 
* * * tain isotonicity of extracellular fluid. 
Nurartiona, Orpema It has been pointed out by various workers that 
KD oP? ait 60 os Subncemat the cedema of malnutrition cannot always be explained 
37 75 105 quantitatively by hypoproteinemia and avitaminosis. 
MM be ~~ a " Henschel and his colleagues (1947) in a series of well 
2 controlled experiments on human volunteers found that 
Comnnces ov Liven cedema appears when the plasma proteins fall by only 
: c’73 gm. per cent, the albumin globulin ratio remaining 
RM ‘6 335 = rie constant. They also showed that the plasma volume 
GM : 4 120 ~ and tissue fluid volume were both elevated in a more 
eee or less proportionate ratio, in relation to the fasting 
weight but were normal in relation to the normal weight 
DISCUSSION of the individual before fasting commenced. Evidences 


have been put forward by Henschel, Taylor and their 
colleagues to substantiate the view that the famine 
cedema is a reflection of reduction of cellular mass 
without large change in the absolute amount of body 


The unbalanced increase of fluid in the interstitial 
spaces in nephritic oedema associated with urinary 
excretion of antidiuretic hormone can be correlated 
when it is recalled that the activity of the ‘‘ osmorecep- water. They conclude that ‘‘ famine ’’ cedema is due 
tors '’ which regulate antidiuretic hormone secretion is to relatively excessive hydration of the body.” 
controlled by the electrolyte concentration of the tissue The patients suffering from nutritional oedema, 
fluid which bathes them. Theobald (1937), Verney therefore, can be compared to the hydrated rats of the 

words—the relatively large amount of water in the body 
= salt concentration of body fluid is increased and of the patients lowers the electrolyte concentraticn and 
thereby inhibits the secretion of the antidiuretic 
Bhat ite Prin iple in the posterior pituitary. In our opinion this 
for a long time. Loeb (1933) who studied the problem diuretic hormone in the urine . our cases of nu at ae 

ot cedema. Gopalan (1950), however, found an excess of 
in the tissue spaces antidiuretic hormone in the urine of patients with 

ressure primarily.” The same conception of salt 
intravascular to It is probable that the hepatic damage present in 
compartment was embodied in Fishberg’s hypothesis '#"Y of these Cases (Gopalan and Patwardhan 1950) 
(1944) of ‘ Pre-renal deviation of electrolytes.” The 5 responsible for impaired inactivation of the 
work of Gilman and Goodman (1937) throws further hormone and consequent increase 
light on the relationship between antidiuretic hormone ormone in the urine, 
secretion and “‘salt’’ present in the body. They It has been recognised that one of the contributory 
administered hypertonic saline by mouth to normal causes of oedema and ascites in advanced hepatic 
rats and demonstrated that during the diuresis that cirrhosis is high concentration of antidiuretic hormone 
followed, antidiuretic hormone was excreted in large in the body. Thus Rallie e¢ al demonstrated that 
amounts. When water was administered diuresis urinary antidiuretic hormone concentration in cirrhosis 
occurred but no antidiuretic hormone was secreted. of liver varied directly as the severity of oedema and 
Again, hypertonic saline given to hypophysectomised ascites. As mentioned above it has been postulated as 
rats produced diuresis which was characterised by being due to failure of inactivation of the antidiuretic 


of antidiuretic 


| 
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hormone by the damaged liver. Our findings indicate 
that antidiuretic hormone may be found in the urine 
of cirrhotic patients who have got excessive oedema and 
ascites. This observation is in general agreement with 
the views expressed by different observers. 


SUMMARY AND CONCLUSION 


Thirty cases of renal, hepatic and nutritional 
cedema have been studied. The plasma volume, tissue 
fluid volume and the urinary antidiuretic hormone were 
determined in these cases. Ten apparently healthy 
patients from surgical wards were also studied to serve 
as control. 


In renal oedema, the plasma volume tends to be 
unaltered while the thiocyanate space is remarkably 
expanded, so that the ratio tissue fluid/plasma volume 
is considerably higher than normal. This is associated 
with marked increase of antidiuretic hormone secretion. 


In cases of oedema associated with cirrhosis of the 
liver the plasma volume and thiocyanate spaces were 
both increased and so the ratio plasma volume/ tissue 
fluid was only slightly higher than normal, urinary 
antidiyretic hormone excretion was moderately increas- 
ed in 3 out of 4 cases. 

On the other hand, in nutritional oedema, both the 
thiocyanate space and the plasma volume were con- 
siderably increased but the ratio was not significantly 
changed. There was evidence of a rather subnormal 
amount of antidiuretic hormone in urine. 


It is concluded that secretion of the hormone (either 
increase or diminution) is determined by the concentra- 
tion of electrolytes in the tissue fluid and this seems to 
have an apparent correlation with the tissue fluid and 
plasma volume ratio. 
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INFANTILE CIRRHOSIS OF LIVER 


S. K. MUKER]JI, M.B. (CAL.), M.R.C.P. (LOND.), 


From the Department of Medicine, 
M.G.M. Medical College, Indore 


This disease is unfortunately not uncommon in 
Madhya Bharat and the surrounding parts of Madhya 
Pradesh, Rajasthan and the Bombay Presidency. The 
actual incidence of the disease is difficult to estimate. 
In our Children Ward which used to comprise of sixteen 
beds only, two hundred patients were admitted during 
the period of 12 years from 1938 to 1949. 


The zxtiology and the pathogenesis of the disease 
are not definitely known. In spite of the frequency of 
the disease, opportunities for studying its pathology 
have been very limited, owing to the extreme difficulty 
of having postmortem examination on these cases. 
The present paper is based on the study of the records 
of the two hundred cases admitted in the King Edward 
Hospital during the above-mentioned period. 


ReEviEW OF LITERATURE 


This disease was first described by Sen (1887) in 
a paper on ‘‘The enlargement of the Liver in children,”’ 
read in the meeting of the Calcutta Medical Society on 
the 12th October, 1887. Some of the members present 
in the meeting pointed out the familial incidence of the 
disease and Ghose quoted by Sen (1887) thought that 
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dietetic errors and unhygienic surroundings brought 
about ‘‘ a kind of chronic hypertrophy.” 

Gibbons (1887) first described the morbid anatomy 
and the pathological histology ot the disease. He 
described it as hypertrophic biliary cirrhosis and 
thought it was probably due to absorption of some 
chemical irritant of gastric origin or derived from 
infant's food setting up intlammatory changes in the 
bile ducts during the process of their eliminauon in the 
bile. It is interesting to note that on a later discussion 
on the subject, Sen (1890) pointed out the family 
incidence ot the disease and remarked “‘ It is no doubt 
very difficult to assign any cause which may satis- 
factorily account for the disease but | may be pardoned 
for venturing to throw out a hint that some constitu- 
tional predisposition or dyscrasia is inherited by the 
children which under any of the least exciting causes 
gives rise to the disease,’’ 

Pearse (1909) who was then the health officer of 
Calcutta collected statistics for the year 1907, and gave 
a clinical account of the disease and concluded that 
‘’ Taking all things into consideration we can most 
reasonably conclude that it is a parasitic disease, but 
whether microbic in origin or due to larger forms, there 
is no evidence to show.’ 


Mukherji quoted by Rao (1935) pointed out that 
the disease was more common in “* grossly overfed and 
pampered children in Bengal.’’ On account of the 
overteeding the liver cells were overstimulated and as 
a result, compensatory hypertrophy and enlargement of 
the liver took place. After some time the liver got 
exhausted and derangement of the liver cells took place 
with consequent contraction of the liver. Incidentally 
he also stated that the disease was not present in any 
place at a level higher than one thousand feet above 
sea level. (Indore and the neighbouring parts of the 
Malwa plateau is about 1,800 feet above sea level). 

Mallik (1922) thought that the disease was due to 
““ unwholesome food and faulty digestion, coupled with 
a predisposition inherited from the mother who was 
usually found to be in bad health.”’ 


Green-Armytage (1926) thought that owing to 
dietetic deficiency and ill health of the mother the baby 
cbtained a supply of milk from its mother lacking in 
stimulatory hormones, calcium, iron, phosphorus, 
iodine etc., such defects culminating in intestinal and 
hepatic derangement of the infant. He also pointed 
out that “‘ indiscriminate feeding and overfeeding and 
lack of normal quantities of essential elements in the 
milk of animals in India are factors in the incidence 
of the disease.”’ 


Pandalai (1934) considered the disease to be due 
to faulty feeding in children with congenitally insuffi- 
cient liver with inadequate defensive powers. 

Radhakrishnarao (1935) published a _ detailed 
account of the morbid anatomy and histopathology of 
five cases of infantile liver and concluded that the 
disease was a subacute toxic condition. He thought 
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that the disease was not what Gibbons thought as 
hypertrophic biliary cirrhosis and pointed out that the 
cholangitis which was found in one of his cases was 
due to superimposed infection. He was of opinion that 
‘“a congenital susceptibility of the liver probably 
prepares the ground for the action of the toxin which 


produces vascular lesions around the venous tree, 
necrosis of hepatic parenchyma and _ replacement 
fibrosis.’ 


Lahiri (1936) following Opie’s technique, on the 
basis of animal experiments and laboratory investiga- 
tions on clinical cases, thought that the disease was 
due to “‘ sub-infection especially by B. coh or strepto- 
cocci, superimposed on already devitalised and over- 
taxed liver.”’ 

Radhakrishnarao (1937) stated that ‘‘Investigation 
into the dietary of children affected with the disease 
shows no remarkable difference between their food 
habits and those of normal children of the same age, 
caste and social position.’’ He thought the importance 
of dietetic errors in the causation of the disease was 
generally overstressed. 

Prabhu (1940) stated that the family incidence of 
the disease was between twenty and thirty per cent, 
and suggested that the Mendelian law of inheritance 
might be a factor operating in these cases. He opined 
that infection, intoxication and metabolic strain were 
the exciting factors. He thought that the use of zinc 
oxide and insulin were useful in the treatment of these 
cases. 

Kini (1940) drew attention to the congenital factor 
in the causation of the disease and suggested that 
‘‘ toxin and organisms or both may be carried by blood 
through the placenta from the mother “causing liver 
damage. He suggested that sulphonamides should be 
given a fair trial in this disease along with vaccines. 

Sarma (1946) suggested that allergy was a factor 
in the etiology in some cases of the disease. He 
reported good results from the use of adrenal cortex, 
** Adrenal cortex given orally or by injection has given 
very useful results in cases with allergic basis.” 
Torantil was also used with ‘‘ considerable temporary 
improvement " in two of his cases. 


Balasundaram (1947) treated one hundred and two 


cases of infantile cirrhosis of liver with choline 
dihydrogen citrate and stated that seventy cases 
recovered. He used 3 to 4 tablets a day. “‘ Sixty two 


of them were early cases with only slight enlargement 
of liver, palpable spleen, slight anemia, phosphate in 
urine, irritable temper and a slight diminution of 
weight. All these cases recovered within two weeks. 
Thirteen cases came in after ascites had set in. Four 
of these recovered. Three cases came in an advanced 
state of the disease and all of them ended fatally inspite 
of treatment.”’ 

Krishnarao (1950) is of opinion that ‘‘there are two 
factors which bring about the disease—(a) cow's milk, 
(b) B. coli infection. Cow's milk lacking in certain 


| 
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essential food factors especially choline renders liver obtained in 52 cases (26 per cent), and of these in 
vulnerable to infection. B. coli, which is always seventeen instances (8-5 per cent), one after another all 
present in the intestine, becomes pathogenic and pro- or nearly all the children were affected by the disease. 
duces a low grade inflammation of the liver resulting 
in the formation of cirrhosis.’’ He reported encourag- 
ing results from stopping cow's milk and feeding 
children on proprietary milk feeds, choline, vitamin 
B complex and B. coli vaccine. Subsequently he used 
streptomycin instead of B. coli vaccine with good result 
(choline 15 to 20 grains three times a day). 


T 


I have come across very few publications concern- 
ing infantile cirrhosis of liver in European and American 
literature. Hurst thought that ‘it was extremely 
doubtful whether such a clinical entity (biliary cirrhosis) 
existed.’’ Congenital cirrhosis has been described by 
Rolleston and McNee. These cases were associated 
with congenital obliteration of the bile ducts but similar 
cases were also stated to occur without any obstruction 
of the ducts. In the 22 cases quoted, 7 had no 
obstruction in the larger ducts. Moon (1929) reported 
three cases in a family of children with history 
of scarlet fever. Hemolytic streptococci were obtained 
in large numbers and in pure culture from the liver 7] me Wepre 
in one of these cases at postmortem examination, The 
above as well as the cases described by Calvin and : AGE GROUPS 
Saffro (1932), Levy, Greenstein et al (1939) and Fic. 1—Snowinc Sex Incrpence iy DIFFERENT 
Harrell and Mc. Bryde (1940) and Wise and Esquill Aas ‘Gaswss 
(1947) do not appear to resemble clinically the cases 
that we meet with in India. 


NO. OUT OF A TOTAL OF 200 CASES 
8 


OBSERVATIONS ON THE RECORDED CASES 


1. AETIOLOGY 

(i) Age incidence—Cases were divided into the 
following age ‘groups and the incidence of this disease 
in these age groups were studied. 


Male Female Total 
40 

15 96 

8 41 


INCIDENCE OUT OF A TOTAL OF 200 


15 
8 WHICH CHILD 


Fic, 2—SHOWING THE INCIDENCE OF THE DISEASE iN 
The earliest age incidence was in an infant of two Seay pares 
and a half months of age. It will be noticed that There were two instances in twins. In one instance 
maximum incidence of the disease is in the age group one of the twins were affected and the other was found 
healthy at the time of examination. In the other 
instance both the twins were affected. 


Abortion—In 36 cases (18 per cent) there was 
history of one or more abortions. 


I-2 years. 

(ii) Sex incidence—Only 13 per cent of our cases 
were females. 

Sex incidence in the different age groups is shown 
in Fig. I. Fig. 2 illustrates the incidence of the disease (iv) Religion 
Mahomedan 6 cases (3 per cent). 

It will be noticed that the maximum incidence of Christi 3 ‘ 
the disease is in the first child, the incidence in the 3rd — te ee » (1 per cent). 
child coming next. Hindu (non-vegetarian) ... 14 ,, (7 per cent). 

(iii) Family history—Direct family history (i.e., The , rest of the cases were from Jain and Hindu 
incidence among children of the same parentage) was vegetarian families. 


40, 
30 
Years 20 
I—2 
2—}3 
Over 4 years 
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(v) Class—Almost all the cases were from the lower 
middle class and middle class families. 


(vi) Diet— 


Total 
cases 


Age groups 


8 
1—2 96 8 8 55 25 
41 I 10 30 
Over 4 * 8 8 
N.B.—P.B. denotes pure breast feeds. 
A.M. denotes artificial milk feeds (cow's, buffalo’s, or 
goat’s milk). 
B. & A. denotes breast feeds supplemented with arti- 
ficial milk. 


M. denotes milk supplemented with solid food (cereals, 
lentils, vegetables and less common fruits). 

It will be noticed that in the age group 1-2 years, 
in which the incidence of the disease was the highest, 
the cases (71 out of 96 i.e., 74 per cent) were on purely 
milk diet. 


2. SYMPTOMS AND SIGNS 


(i) Onset of the disease—Almost in all the cases the 
disease came on very insidiously and by the time the 
parents noticed that something was grossly wrong with 
their children, and sought medical advice, the disease 
was fairly well advanced. Fig. 3 shows graphically the 
time that elapsed between the time the parents first 
noticed the symptoms and consulted us for medical 


TIME WHICH ELAPSED BETWEEN THE APPEARANCE OF 
SYMPTOMS AND SEEKING OF MEDICAL ADVICE (IN WEEKS) 


Fic. tHe Time InTervat BeTween THE 
APPEARANCE OF SYMPTOMS AND SEEKING OF 
Mepicat Apvice 


advice. It is interesting to note that even when some 
parents were specially warned about the possibility of 
their next issue having the same disease, they did not 
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feel the necessity for seeking medical advice earlier as 
they thought that their child looked quite healthy, and 
brought the child to us in am advanced stage of the 
disease. 


(ii) Chief symptoms which led to the seeking of 
medical advice— 


Enlargement of abdomen cases (55°5% 


Fever (off and on, irregular) 7% 
Irregular bowels with diarthora 
off and on 6 , (8% 
Jaundice m » 
Oedema 34. (7 % 
Weakness and wasting 
Cough 
(iii) Actual symptoms complained of by the 
parents— 
Enlargement of abdomen 156 cases (78 % 
Fever (intermittent and irregular) 
off and on 145 
Bowel troubles: 
Constipation 68 ,, (34 % 
Irregular bowels with diarrhoea 
off and on Ge ie (32 % 
Cough 
Oedema ss.» (30 %) 
Jaundice (15 %) 
Weakness and wasting » (12°5% 
Bleeding: Epistaxis 


It is apparent that the main symptoms in the order 
of frequency were enlargement of abdomen, fever, bowel 
disturbances, and cough. The high incidence of cough 
is interesting as an associated symptom and its signific- 
ance may or may not be more than that of a chance 
coincidence. These children, however, are more likely 
to catch respiratory infections which are common in 
infancy. 


(iv) Physical signs—The liver was enlarged to a 
varying degree in 192 i.¢., in 96 per cent of cases. In 
& cases associated with ascites it was not palpable. The 
consistency was definitely firmer than usual and in 
advanced cases it was hard to feel. The spleen was 
slightly or moderately enlarged in 92 per cent of cases, 
(just palpable in 36 or 18 per cent, moderately enlarged 
in 126 or in 63 per cent of cases and big i.e., below the 
level of the umbilicus, in 22 or 11 per cent of cases), 
Icteroid tinge was noticed in 108 or 54 per cent of cases 
and definite jaundice was found in 77 or 38-5 per cent 
of cases. Visible veins over abdomen were found in 
89 or 44°5 per cent of cases. The veins were carefully 
looked for in good light and in erect position. Some- 
times they were visible in the comparatively earlier 
stages of the disease. 
29°5 per cent of cases. 
is associated with portal obstruction, 


Ascites was present in 59 or in 
It is usually a late event and 
due 


to the 
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shrinkage of liver, anemia, and hypoproteinemia. 
Puffy face, oedema of legs and general anasarca were 
present in very advanced cases. Signs of rickets (bossy 
head, rickety rosary, thickening of epiphyses) were 
present in 23 or 11°5 per cent of cases. In these cases 
liver was more enlarged and harder than what could be 
accounted for by rickets alone, and treatment of rickets 
did not materially improve the condition of these 
children. Clinically these cases did not appear to be 
cases of gargoylism. 


3. Laporatory Finpincs 


Blood pictwre—Varying degrees of anemia were 
present in 72 per cent of cases. The anemia was 
hypochromic and only 16 per cent of cases were of 
the hyperchromic variety with colour index above 1. 
W.B.C. counts above 12,000 were present in 55 per 
cent of cases. The differential counts were within 
normal limits unless there were definitely inflammatory 
complications to account for the polymorphonuclear 
leucocytosis. Fragility of R.B.C. was tested in 22 
cases to exclude acholuric jaundice and found to be 
withing normal limits. 

Kahn test was done in 141 cases. Of these 38 
were positive, one was doubtful and 102 were negative. 

Stool culture—It was done in 43 cases with 
diarrhoea in MacConkey’s and Endo’s medium. There 
was no growth of pathogenic organisms. 

Urine examination showed occasional traces of 
albumin and in cases with jaundice, bile salts and 


pigments were found. 


4. Discussion 

The exact causation of the disease is still uncertain. 
It appears that more than one of the following factors 
are necessary for the production of the disease. 

(i) Congenital factor—Importance of family history 
has been stressed by many writers. In our series as 
stated above, direct family history (incidence among 
children of the same parentage) was obtained in 26 
per cent of cases and in 8-5 per cent of cases nearly all 
the children one after another were affected by the 
disease. Such high family incidence is certainly a 
strong evidence of the congenital factor in the produc- 
tion of the disease, The writer knows of cases, where 
in a large joint family, the children of the same age 
groups were living together, eating the same food, and 
yet onty the children of one particular member of the 
family got the disease and not the others. Further, 
one instance is known where a husband had two wives 
and the children by one wife were healthy whereas 
those by the other wife, all breastfed, died of 
infantile cirrhosis (observation of Col. Forsyth quoted 
by Narayanswamy and Tirumurti, 1939). What this 
congenital factor is, it is difficult to say at present. 
Kini’s suggestion that toxins or organisms or both 
carried by blood through the placenta from the mother 
cause liver damage, and Mukherji’s explanation of 
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family incidence being due to defective quantity and 
defective quality of milk of nursing mother resulting 
from poor health, and Green-Armytage’s hypothesis 
that deficiency of vitamins in mother’s diet influences 
the endocrine system of the foetus and thus predisposes 
to the disease, all lack scientific confirmation. We had 
cases where the nursing mothers were specially taken 
care of, given correct food, vitamins, iron, calcium and 
who remained in goed health throughout the pregnancy 
and lactation periods, had children who developed 
cirrhosis of the liver during the lactation period. It 
may be that the family incidence is governed by the 
Mendelian law of inheritance as suggested by Prabhu 
(loc. cit.). It seems not unlikely that the Rh factor 
may have something to do with the congenital factor of 
the disease. 

(ii) Diet—Diet is certainly a factor in the produc- 
tion of the disease. The high incidence of the disease 
amongst vegetarian Hindus of the lower middle class, 
whose dietary is deficient, particularly in protiens, is 
suggestive. Again though the disease is very un- 
common in Europe, its incidence has been common 
when famine conditions characterised by a deficiency 
of protein prevailed, ‘‘ and with the return of normal 
conditions, when meat and milk were available, the 
disease disappeared (Himmsworth). Further, the 
disease has been described in parts of East Africa, 
South Africa, and the West Indies, in races where 
nutritional standard is poor. Again when considered 
from the point of view of morbid anatomy and patho- 
logical histology, it appears that the necrotic changes 
and the diffuse hepatic fibrosis described by Radha- 
krishnarao (loc. cit.) in his cases could be explained by 
deficiency of essential proteins and lipotropic factors. 
Experimentally conditions similar to infantile cirrhosis 
of liver has been produced by numerous workers in 
rats by keeping them on a diet deficient in essential 
protein and lipotropic factors. 


But though the evidence for deficiency in diet as 
a factor in the production of the disease, is very 
convincing, yet it is certain that dietetic factor is not 
the only factor in the production of the disease. The 
incidence of the disease in infants as young as 2} 
months old, the high incidence of the disease in our 
series (74 per cent) in the age group 1-2 years, who 
were purely on milk diet, and the incidence of the 
disease only among particular children of the same age 
group in a big joint family, all eating the same food, 
are suggestive of the presence of other factors besides 
diet, in the production of the disease. 


Radhakrishnarao (loc. cit.) who investigated into 
the dietary of the children affected with the disease, 
found no remarkable difference between their food 
habits and those of normal children of the same age, 
caste and social position. He thought that the import- 
ance of dietetic errors in the causation of the disease 
was generally overstressed and very often the fact was 
ignored that careful enquiry would elicit the existence 


of similar errors in many of the normal children of the 
same class. 

(ili) Toxic and infective factor—Toxic substances 
and infections undoubtedly cause hepatic necrosis 
followed by fibrosis. The problem, however, is com- 
plicated by the fact that the action of some poisons as 
pointed out by Himmsworth (loc. cit.) is profoundly 
modified by nutrient factors and the action of others 
may conceivably be due to their causing malnutrition. 
That infective agents may also cause hepatic cirrhosis, 
directly or indirectly, has been shown by numerous 
workers (Weaver, 1900; Hectoen, 1901; Opie, 1910; 
Moon, 1929—quoted by MacMahon and Mallory, 1931) 
and also by Lahiri (1936). The virus of infective hepa- 
titis may sometimes cause extensive liver damage 
leading to cirrhosis. 


The irregular low grade pyrexia and the tendency 
to moderate leucocytosis which are usually present when 
the disease is sufficiently advanced, are suggestive of 
some infection which may be important in the 
etiology of the disease. These may, however, be due 
io merely a superimposed infection. We have not been 
able to demonstrate so far any abnormal intestinal flora 
with any constancy in our series, neither have we 
noticed any published reports of studies in this direc- 
tion. A_ relatively non-pathogenic organism may. 
however, as suggested by Opie, cause cirrhosis provided 
there is damage and devitalisation of the liver due to 
other causes. It is significant that in our series, 66 
per cent of the cases had bowel symptoms (either 
constipation or irregular bowels with loose motions 
off and on). The infective and toxic aspects of infantile 
cirrhosis of the liver need more extensive and careful 
study to determine exactly their actual role in the 
production of the disease. Thus it seems that there is 
good deal of truth in the statement made by Sen about 
60 years ago, “‘ that some constitutional predisposition 
or dyscrasia is inherited by the children which under 
any of the least exciting causes gives rise to the 
disease.” 


V. TREATMENT 

Studied from the therapeutic point of view, it was 
not possible to arrive at a definite conclusion regarding 
the method of treatment which was most useful in these 
cases. Most of the patients were brought in our 
hospital in a fairly advanced stage of the disease and 
the parents could rarely be persuaded to keep their 
children sufficiently long in the hospital to enable one 
to evaluate the efficacy of a certain method of treat- 
ment. Inspite of repeated attempts it was not possible 
to follow up these cases subsequently. 


My impressions from my private series of cases are 
as follows: — 

(i) Some cases recover when given a simple general 
line of treatment e.g., diet of skimmed milk, fruit juice 
(and in older children, in addition, cereals, lentils, 
boiled mashed vegetables without ghee, oil or spices) 
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and vitamins A, B, C, D, iron, liver extract and 
symptomatic treatment. 


There could be no doubt that these cases were of 
genuine cirrhosis of the liver (they had positive family 
history, had hard enlarged liver, palpable spleen and 
had visible veins over abdomen). Other cases and a 
larger number, on this method of treatment gradually 
get worse and die. It is interesting to note that some- 
times owing to financial or other reasons the treatment 
prescribed could not be followed for any length of time 
and yet some of these cases recovered. 

(ii) Medicines like salol, kalmegh, zinc oxide and 
the numerous proprietary remedies widely advertised 
in the lay press are of very doubtful value. If one 
critically analyses the cases, one is not at all convinced 
about their efficacy. Apparent occasional recoveries 
may be explained by other factors, namely diet and 
general measures. 

(iii) Since the time substances like methionine, 
choline, protein and casein hydrolysates have become 
freely available, the recovery rate seems to be definitely 
higher, though a number of cases still continue to go 
downhill and die in spite of a generous supplement of 
these substances. It is not difficult to understand why 
some cases apparently recover without any special 
treatment while others apparently at the same stage of 
the disease, as far as one can judge clinically, inspite 
of all possible remedies gradually become worse and 
ultimately die. It is not easy to judge in a given case 
how far the congenital factor is responsible. It is 
conceivable that if the inherited defect in the liver is 
of severe degree, correction of dietetic errors, adminis- 
tration of lipotropic factors, vitamins etc., and control 
of infective processes may not be sufficient to avert the 
progress of the disease and the ultimate fatal issue. 

In the present stage of our knowledge of the 
pathogenesis of the disease, the following is suggested 
as a rational approach to the problem of the treatment 
of the disease: 

As the congenital factor of the disease is beyond 
the scope of practical therapeutics, careful attention 
should be paid to the other two factors, namely, dietetic 
and the possible infective or toxic factor. 

Diet—In very young infants breast feed should be 
continued unless there be any special reason for putting 
the child on artificial milk; older infants may have 
skimmed milk, skimmed buttermilk, fruit juice, and 
depending on the age of the child, cereals, lentils, 
vegetable purees, minced chicken, fat-free minced meat, 
steamed or boiled fish. Food should not be spiced and 
fats should not be used for cooking food for active and 
advanced cases. 


Medicines— 
(i) Essential amino acids, e.g., protein hydroly- 
sates, casein hydrolysates and lipotropic factors like 
methionine and choline should be given in therapeutic 


amounts. 
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(ii) As most of these cases have hypochromic 
anemia iron is indicated. 

(iii) As a state of subnutrition exists in most of 
these cases, possible multiple deficiency in vitamins 
should be remedied by the administration of vitamins 
A, B, C, D, and particularly vitamin B complex and 
vitamin E. Riboflavin deficiency is said to lead to gross 
fatty infiltration of liver and pyridoxin is reputed to 
exert a lipotropic action. Inositol is also supposed to 
have a lipotropic action. Till the action of these 
substances are more accurately known it would be 
advisable to use a preparation of vitamin B complex 
containing these substances in therapeutic amounts. 
Since tocopherol can prevent hepatic necrosis in experi- 
mental animals living on a necrogenic diet and since 
relatively little tocopherol is provided by maternal milk, 
administration of tocopherol in addition to other 
vitamins is indicated. 

(iv) Crude liver extract and vitamin B,,—These 
are indicated in cases associated with hyperchromic 
anemia. Routine use of these substances in view of 
the supposed beneficial action in cirrhosis of the liver, 
is not desirable if the child is otherwise improving, as 
their use may not be of much value and involves 
unnecessary painful injections to a small child. 

(v) Antibiotics—In view of the possible part played 
by organisms of B. coli group and streptococci, it 
would be rational to use antibiotics like aureomycin and 
terramycin particulary in cases having irregular 


rise of temperature without any other apparent cause. 


Accurate and controlled observation is, however, 
necessary before the real value of these antibiotics in 
infantile cirrhosis can be assessed. 


SUMMARY 


1. Infantile cirrhosis is not uncommon in Madhya 
Bharat. 
2. The literature on the subject has been reviewed. 


3. Statistical data regarding the etiology and 
clinical features of the disease have been described. 


4. The etiology and the treatment of the disease 
have been discussed. 
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PRIMARY INTESTINAL 
TUBERCULOSIS 


V. S. MANGALIK, 


Professor of Pathology 
AND 
S. C. MISRA, 


Professor of Clinical Surgery 


(From the Departments of Pathology and Surgery, 
Lucknow University) 


This note is based on the histopathological study 
of the material received from various units of our 
hospitals. This study has brought to our attention 
certain gaps and discrepancies in our knowledge of this 
subject and has focussed our attention on the many 
difficulties in the diagnosis of ‘‘ Primary Intestinal 
Tuberculosis.’ 

Review of the literature on this subject as publish- 
ed in India does not seem to be very informative. The 
contributions of Tribedi (1941) and Ukil (1942) do not 
seem to throw much light on this subject, as both the 
studies were not accompanied by comprehensive 
histopathological data. A few excellent reviews on this 
subject have appeared recently abroad. Shields Warren 
(1948) studied the problem of regional ileitis and Hoon 
et al (1950) reviewed the material of ileocolitis at the 
Mayo Clinic. 

During the years 1949, 1950 and 1951 a total of 
26 specimens consisting of resected loops of bowels 
comprising of the terminal ileum, cecum and proximal 
colon were received in the department of pathology for 
histopathological examination. 

Clinical symptoms for which these patients sought 
admission were more or less the same viz., vague pain 
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in the umbilical region or round about the right iliac 
fossa; loss of appetite; constipation and/or diarrhoea. 
There was no cough. A low irregular rise of evening 
temperature was noted in some cases. Loss of weight, 
though complained of by some was not very definite. 
Duration of symptoms was variable being as short as 
6 months and in some cases as long as 6 years. 

The physical signs in all these cases were more or 
less of the same order. They all showed a diffuse lump 
in the right iliac fossa which was movable in some and 
fixed in other cases. The mass was tender on pressure. 
The mesenteric glands were felt enlarged in some cases. 
The general feel of the abdomen was described as 
“ doughy.’’ Liver and spleen were not palpable. 


Respiratory and cardiovascular systems were re- 
ported as normal. X-ray of the chest when done, 
showed no evidence of active pulmonary tuberculosis. 
Laboratory examinations were negative except for few 
red cells and pus cells in the stool of some cases. Blood 
examination revealed a mild degree of anemia. A 
clinical diagnosis in all these cases was one of “‘ intes- 
tinal tuberculosis’’ or ‘‘ cecal tuberculosis or 
** jleoceecal tuberculosis.”’ 

Histopathological examination of all these 26 
resected loops of bowel revealed 6 of them to be 
neoplastic conditions of the intestines (primary lympho- 
sarcoma of the ileum 2, carcinoma of ileum and cecum 
4). 

The remaining cases form the subject matter of 
these observations. The age group of these patients 
varied between 16 to 40 years, 75 per cent of them 
being below 30 years, the average age being 25 years. 
Twelve belonged to the female sex and six were males. 

The gross examination of these specimens showed 
some striking similarity with minor differences. The 
lesions were confined in all cases to the terminal ileum 
and cecum. They all presented a gross picture of 
chronic granulomatous mass with thickening of the 
proximal ileum. In some, the mucous membrane was 
ulcerated and necrotic, in others small polypoid pro- 
jections on the mucous surface were visible. The 
degree of stenosis at the ileocecal junction, though 
always present, was variable and so was the thickening 
and fibrosis of the adjacent bowel wall. Search for the 
presence of ‘‘ tubercles ’’ on the serosal surface showed 
in only four, small nodules of yellowish white colour 
on the bowel wall. In some specimens a few enlarged 
lymph glands could be seen along the border of the 
intestinal loops. These glands were firm and the cut 
surface showed no caseation. 


The histopathological studies of the affected bowel 
wall and the lymph glands were made. The common 
pattern in all these specimens had been one of diffuse 
granulomatous process consisting of the crowding of the 
various coats of intestinal walls with lymphocytes, 
plasma cells, monocytes and eosinophils and a variable 
degree of fibroblastic proliferation and fibrosis. Necrosis 
of the mucous membrane was variable but was always 
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present. In all these specimens a focal collection of 
cells presenting the appearance of a “ tubercle ’’ with 
foreign body type of giant cells was noticed. The 
number of these ‘‘ tubercles '’ was variable; in some 
specimens they were in large numbers, in others scanty. 
The most striking histological feature, however, has 
been the absence of caseation—pink-stained homogtn- 
ous area—either in any coat of the bowel wall or in 
close proximity of the cell aggregations—‘‘ tubercles "’ 
or in the lymph glands. A careful study of all these 
sections failed to reveal any areas of caseation. Only 
in one case there was a suggestion of such areas in the 
bowel wall and corresponding lymph nodes, We 
stained all the sections with silver impregnation and 
demonstrated the presence of reticulin network or 
strands of collagen in the centre of these ‘‘ tubercles.’’ 
Microscopi¢ sections stained for acid-fast bacilli were 
consistently negative. 

The problem, therefore, which has emerged out of 
this study is as to the ultimate nature of these lesions. 
Ordinarily, the histopathological appearances may be 
considered by some to be sufficiently indicative of a 
tuberculous process. We have no doubt, such patho- 
logical appearances, backed by clinical diagnosis have 
been responsible in the past for a diagnosis of ‘‘ primary 
intestinal tuberculosis." In view of the absence of 
caseation in any of these lesions and the failure to 
demonstrate acid-fast bacilli, we have reasons to enter- 
tain doubts about the tuberculous nature of these 
conditions. Presuming that they are atypical reaction 
to primary infection of intestine with tubercle bacilli— 
human or bovine, it is difficult to believe that ‘‘ casea- 
tion,’’ which is a recognised lesion of tissue reaction to 
tubercle bacilli should be so consistently absent in this 
material, 

Shields Warren (1948) on the basis of examination 
of 120 specimens which showed more or less the same 
type of gross appearances and histological features as 
in our material, came to the conclusion that ‘‘ ‘cicatriz- 
ing enteritis ’ has absorbed almost all the cases of once 
so-called hyperplastic tuberculosis of intestines and that 
this term is now practically obsolete.”’ In his cpinion 
there is every justification in accepting “‘ cicatrizing 
enteritis '’ as a separate pathologic entity. We feel, 
however, that the diagnosis of ‘‘ cicatrizing enteritis " 
does not solve the problem. It only means the intro- 
duction of a new name to describe the non-specific 
nature of a chronic inflammatory process in the region 
of the terminal ileum and cecum. This does not 
attempt to clarify the basic nature of the lesion. Hoon 
et al (loc. cit.) in a review of the material available at 
the Mayo Clinic from 1921-1946, have brought out the 
possibility of the existence of a third type of patho- 
lesion in the ileocolic region in addition to 
ileocolitis and cicatrizing enteritis "’ 
They suggest that some of these, 


logical 
tuberculous 
(Crohn's disease). 


histologically indistinguishable lesions, may be cases of 
‘ jsolgted intestinal sarcoidosis 
‘* non-caseous tuberculated enterocolitis. 


or what they call 
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In view of the non-specific nature of histological 
lesions in this material we have studied and the views 
of Shields Warren and Hoon, we feel that the problem 
requires further eleborate investigations before labelling 
them as tuberculous. With this object in view, a 
project has been taken up in our institution. The 
resected loops of the bowel wall and the lymph nodes 
are being subjected to a bacteriological examination by 
culture on a number of special media, and inoculated 
into guinea pigs, in order to prove or disprove definitely 
the presence or absence of tubercle bacilli in these 
lesions. We are also planning to type the tubercle 
bacilli, if isolated, into human and bovine. Unless large 
scale investigations of this type are undertaken, it is 
not advisable to label these cases as ‘‘ primary intes- 
tinal tuberculosis.’" The problem in our opinion needs 
to be studied with an open mind. 
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GARLIC JUICE IN THE TREATMENT 
OF ULCERS* 
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In a previous article Gupta (1952) has observed that 
garlic juice has bacteriostatic properties for a number 
of pathogenic organisms. Few attempts, however, 
have been made on its therapeutic applications. Chopra 
(1933) mentions that the application of garlic juice 
diluted 3 or 4 times with water to infected wounds 
resulted in diminution in pus discharge and relief of 
pain. Tokin (1943) mentions that it has been used as 
wound dressing in Russia. The present study was 
undertaken with a view to observe the effect of crude 
freshly obtained “‘ garlic juice ’’ on ulcers. 


* The work was carried out with a grant from U.P. 
Government in the Department of Pathology, Medical College, 
Lucknow and in Surgical Out-Patients Department of Gandhi 
Memorial and Associated Hospital, Balrampur Hospital and 
King's English Hospital, Lucknow. 
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Type or BACTERIA IN ULCERS 

A bacteriological study of the chronic wounds, 
ulcers, and sinuses commonly seen in surgical out- 
patients was undertaken. Swabs were taken from the 
surface of 50 ulcers. Smears were made and cultures 
done on blood agar medium and incubated aerobically 
at 37°. The following bacteria were identified by these 
methods : — 


No. of cases 


Organisms 


Staphylococcus aureus .., 31 
Staphylococcus albus 

Streptococcus hamolyticus 

Diphtheroids 

Bacterium coli 

Proteus vulgaris ve 

Pseudomonas pyocyaneus 

Streptococcus viridans ... 

Fusiform bacilli 


SENSITIVITY OF ORGANISMS TO GARLIC JUICE 

An attempt was made to devise a simple test to 
determine if the organisms were sensitive to the action 
of garlic juice. For this purpose the organisms were 
inoculated in 5 per cent garlic juice in broth or ro per 
cent garlic juice in blood agar plates. Parallel broth 
and bleod culture plates without the garlic juice were 
also set up as controls. Most of the organisms which 
were isolated from these ulcers failed to grow in the 
media containing garlic juice and were considered to be 
sensitive to garlic juice. 


BACTERIOSTATIC ACTION OF OTHER DRESSING 
SUBSTANCES 

In order to have a comparative idea of the 
bacteriostatic activity of the common dressing solution 
eusol, doubling dilutions of Seitz filtered garlic juice and 
eusol were made with peptone water. All the tubes 
including a control were inoculated with a loopful of 
culture of staphylococcus aureus and Bacterium coli, 
incubated at 37° for 24 hours and the highest dilution 
which did not show any turbidity was taken to be the 
bacteriostatic strength. 

The results were as follows: — 


Garlic Staphylo- Bacterium Eusol 
coccus coli % coceus 
aureus 


Staphylo- Bacterium 
coli 


Growth. 


From the above experiments it was obvious that 
garlic juice possessed far greater bacteriostatic proper- 
ties than eusol for staphylococci and coliform organisms. 
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TREATMENT OF ULCERS WITH GARLIC JUICE 


The treatment of ulcers was started in the form of 
dressings. The ulcers were dressed with 15 per cent 
garlic juice once a day after cleaning them with tap 
water. Applications of garlic juice removed the pus 
in most cases in a few days leading to the appearance 
of healthy granulation tissue and later the skin started 
growing from the edges. In addition to the clearing 
and healing effects, garlic applications showed definite 
pain relieving effect in most of the cases. Garlic juice 
dressing was tried in 335 cases. Of these 169 (about 
50 per cent) stopped coming to the hospital after one 
or two dressings while 40 cases stopped the treatment 
when they were partially healed. 123 cases persisted 
in treatment and of these 111 were completely healed, 
while treatment had to be changed in 12 cases. The 
strength of garlic juice used in these cases was as 
follows : — 


Garlic juice strength No. of cases 


50% 10 
25% 102 
15% 30 
10% 24 


In 21 cases of ulcers attending the orthopcedic 
outdoor it was observed that pain was less in 20 cases, 
it increased in one. Pus discharge less in all cases. 


ErFrect ON ULCERS 


Observations on cases which did not respond to 15 
per cent suggested that higher strengths should be used. 
Gradually the strength of garlic juice was increased and 
it was found that in cases with excessive pus and slough 
50 per cent garlic juice should be used and as soon as 
the wound cleared up and granulation tissue appeared, 
the strengths should be reduced to 25 per cent. When 
the skin started growing a 20 per cent or 10 per cent 
garlic juice suspension in “‘ til oil ’’ was used in order 
to avoid sticking of dressings and bleeding from granu- 
lation tissue. 1o per cent garlic juice in “‘ til oil” 
was found to be very useful in two cases of extensive 


burns. 
RATE OF HEALING 


In order to have an idea of the rate of healing of 
common ulcers with garlic juice treatment, the area of 
ulcers was calculated in 36 cases by measuring it in two 
diameters. The number of days required for healing 
were added and the average healing rate per day was 
calculated by dividing the total area by the number of 
days. For comparison, similar observations were made 
on 9 cases dressed with eusol and the results were as 
follows : — 


Healing per 
Dressing with day in sq. No. of cases 
inches 
Garlic Juice 0-095 36 
Eusol 0-082 9 


15 — 


The above observations show that the healing rate 
was practically the same with both garlic juice and 
eusol. 


RESISTANT CASES 

The cases in which dressings with garlic juice were 
not effective were of the following types: — 

1. Cases with maggots. It was found that 
maggots could live for hours when put in pure garlic 
juice. 

2. Ulcers with sinuses. 

3. Ulcers associated with tubercular or pyogenic 
bone diseases. 

4. One case of Naga sore with fusiform bacilli 
was not affected by 15, 30 and 4o per cent of garlic 
juice but when 50 per cent garlic juice was used, it 
rapidly healed up. 


CONCLUSIONS 

The above observations show that garlic juice is 
definitely useful in the treatment of wounds and ulcers 
and aseptically collected fresh garlic juice should have 
a place in the dressing of ulcers. It is a simple, cheap 
and easily available drug for this purpose. Only fresh 
garlic juice is useful, as it loses its antibacterial activity 
on heating or keeping for a few weeks (Gupta 1952). 
It cannot be bottled on commercial basis. 
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IMMEDIATE EFFECT OF DEWORMING 
IN PATIENTS WITH PEPTIC-ULCER.- 
LIKE SYNDROME 


K. D. CHAUDHURI, M.p.(Par.), 
Medical College, Patna 


Yenikomshian and Shehadi (1943) reported on 
patients with clinical histories suggestive of duodenal 
ulcer and with ova of ankylostoma duodenale in the 
feces. All the signs and symptoms were rapidly 
eliminated, the epigastric pain was relieved, after an 
anthelmintic was given. 


Khalil Bey and Salah (1935) reported symptoms 
like those of duodenal ulcer but with duodenal cap 
present on skiagram, they found that the symptoms 
and occult blood were no longer present after deworm- 
ing. 

A group of patients consulted for pain in epigastric 
region tor a period varying from three months to two 

Pain was at times aggravated 3 to 4 hours after 
food. They had occasional nausea and vomiting. The 
patients complained of alternate constipation and 
diarrhoea. The stool examination showed hookworm 
infection. They were straightway given a course of 
tetrachloroethylene (4 ml. in capsules) provided the 
blood conditions permitted and the effect of the 
anthelmintic on the syndrome was noted. 


15 patients, all of whom complained of peptic- 
ulcer-like syndrome, were followed up. 11 out of these 


15 patients gave a positive occult blood test. 


Taste SHowinc Immepiate Errect oF DEWORMING IN A 
Series or Patients or Hookworm HaAvING a 
Peptic-Utcer-Likk SYNDROME 


Positive occult blood 
test 


No. 
in whom 
symptoms Percentage 
disap- 
peared 


No. of 


After 


treatment 


Before 
treatment 


The table shows that in 866 per cent of the 
patients the symptoms disappeared immediately after 
deworming. In fact, when the patients returned in the 
evening to report, they informed with a smile that the 
purgative had cleared away all pain in the abdomen. 


It is also interesting to note that 11 out of those 
15 patients had occult blood in their stool and only in 
two patients occult blood persisted after deworming. 


Apparently, the hookworms set up a mild duode- 
nitis leading to peptic-ulcer-like syndrome. The 
diagnosis is made all the more difficult as occult blood 
is present in the majority of these cases. The stool 
examination, however, shows hookworm ova and if a 
course of anthelmintic is prescribed the symptoms dis- 
appear in 86°6 per cent of the cases pointing to the 
duodenitis set up by the hookworms. 
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HYPERTENSION* 
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D.T.M. & H. (LOND.), 


Meerut 


According to William Evans (1948), blood pressure 
should not be regarded as high unless the systolic 
reading is 180 or over, and diastolic reading 110 or 
over, for at least three consecutive occasions, and when 
there is also present a clinical, cardiographic and 
cardioscopic hypertrophy of the left ventricle. Accord- 
ing to Frederic Price, in hypertension the systolic and 
diastolic B.P. readings are persistently above certain 
levels whatever the cause, the levels generally agreed 
to being 160 systolic and 95 diastolic in adult males 
and 170 and 100 in elderly persons. 


PREDISPOSING AND AETIOLOGICAL FACTORS 


(®) 90 per cent of cases are over 40 years of age 
when symptoms first occur; (i) Greater stress and strain 
of modern life is believed to be responsible for an 
incidence of the disease. It is far more common 
amongst the Europeans than in Indians and is rare in 
African Negroes; (iii) Heredity certainly plays an 
important part in the incidence of this disease; (iv) 
Both sexes are affected; females more than the males, 
and in the former age incidence is also higher which 
is attributed to the inhibiting action of ovarian secre- 
tions; (v) The obese have an arterial B.P. 10 mm. 
of Hg. higher, and very thin people have about 12 mm. 
lower than those of normal build; (vi) A lot of fuss 
has been made about high protein diet, but experi- 
mental results of high protein diet are very conflicting 
and do not support the view that hyperproteinemia 
leads to hypertension; (vii) Hypercholesterolemia is 
present in atherosclerosis and atherosclerosis is often a 
cause of raised B.P. but increased cholesterol content 
of the blood per se is not the cause of essential hyper- 
tension and blood cholesterol is never found to be 
increased in it; (vii) Diabetes mellitus leads to hyper- 
tension in some cases; (ix) Although some endocrine 
disorders are associated with hypertension, very few 
cases of essential hypertension show any endocrine 
changes either chemically or post-mortem. 


The actual cause of essential hypertension is, 
therefore, indefinite. Goldbladt in 1928 firs success- 
fully produced experimental hypertension by clamping 
the renal artery of dogs and monkeys, but his experi- 
ments are not applicable to man. According to 
Pickering, Prinzmetal and Wilson, the causal agent 
is probably chemical, and this chemical agent is 
responsible for the production of hypertension by direct 
action on the vascular bed. 

Nature of chemical agent—Tigerstedt and Berg- 
maun in 1898 mentioned a sustance known as renin 
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having a powerful and prolonged pressor action, and 
this can be extracted from normal kidneys. Renin, 
unlike other powerful pressor substances like pituitrin 
and adrenaline, does not decrease the peripheral blood 
flow, i.e., the hypertension produced is similar to that 
of primary hypertension. Renin is found in the 
kidneys. Kidneys take some part in the elimination of 
renin; but it is mainly destroyed by the tissues. Renin 
is not concerned with the maintenance of blood pressure 
but with its regulation. The pressor action of rein is 
produced through the formation of hypertensin 
(angiotonin) formed by its action on another blood 
globulin enzyme hypertensinogen which is manufactur- 
ed in the liver, i.e. 

Renin and Hypertensinogen (pres- 
sor compound). 

Unlike renin, hypertensin is heat-stable and soluble 
in various organic solvents. This pressor substance, 
hypertensin, acts on the blood vessels. The normal 
kidney tissue also secretes another enzyme called 
hypertensinase which destroys the activity of hyper- 
tensin. In essential hypertension this particular enzyme 
equilibrium appears to be disturbed. 

Recently, Hans Selye has put up another theory 
of ‘‘ general adaptation syndrome ’’ and says that 
hypertension is a disease of adaptation due to hyper- 
functional endocrine disturbances, and says further that 
diseases like hypertension, nephrosclerosis and rheuma 
tic diseases may represent by-products of the endocrine 
reactions which are at play in the general adaptation 
syndrome. 


CLASSIFICATION 


Classification of hypertensin is best made on 
ztiological basis. 
Aetiologically hypertension is— 


1. Essential— (i) Benign. 

(ii) Malignant. 

(i) Co-arctation of the aorta. 
(ii) Aortic incompetence. 
(ii) Atherosclerosis. 

(i) Acute nephritis. 

(ii) Chronic nephritis. 

(iit) Pyelonephritis. 
(iv) Polycystic kidney. 

(v) Abiotrophic kidney. 

(vi) Toxemia of pregnancy. 

(i) Pituitary. 

(ii) Adrenal. 

(ii) Thyroid. 


2. Due to cardiovas- 
cular disease— 


3. Due to renal 
disease— 


4. Due to endocrine 
disease involv- 


ing— 
(iv) Thymus. 
(v) Ovary. 
5. Due to metabolic (i) Diabetes mellitus. 
diseases— (ii) Gout. 
6. Due to blood (i) Polycythemia vera. 
diseases— Polycythemia hypertonica. 
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(1) EssentiAL Hypertension: Benign—It is also 
called simple hypertension, primary hypertension and 
red hypertension. The majority of cases fall into this 
group and are between 50-60 years of age. According 
to Evans (1948) the symptoms put down as headache, 
giddiness etc., are in reality symptoms of neurosis and 
not hypertension. The real symptoms are epistaxis, 
hemoptysis, hamatemesis and other phenomena of 
rupture of a blood vessel, cerebral thrombosis, cardiac 
infarction, hemorrhage in the retina or other ocular 
catastrophe giving dimness of vision, cardiac asthma 
etc. Full bounding pulse and raised B.P. are there, 
carotid pulse due to kinking produced by a rising aortic 
arch is a common physical sign. Apex beat is dis- 
placed. On auscultation there is a loud second sound 
in the mitral and the aortic areas. A systolic murmur 
due to hypertension is heard only when there is 
a very great enlargement of the left ventricle and 
according to Evans (/oc. cit.) this murmur is muscular 
in origin. It is heard in middiastole. E.C.G. shows 
left axis deviation, lowering of ST segment and there 
may be inversion of T waves. Cardioscopy shows 
enlargement of the left ventricle of the heart, elonga- 
tion of aorta, and pulmonary congestion. 

Examination of eye fields may show normal fundi 
or at the most arteriosclerotic changes in the vessels, 
without any papilledema. haemorrhage and exudate, 
i.e., Grade 1 and 2 of Wagener and Keith. 


Malignant Hypertension—It has also been named 
by Volhard as pale or white hypertension. The course 
of this variety of hypertension is much accelerated and 
is crowded with serious symptoms. Here one finds 
pathologically, arteriolitis and arteriolonecrosis, in con- 
trast to diffuse arteria! fibrosis which is characteristic 
of benign hypertension and is of slow evolution. 

Clinically, it is seen more commonly in young 
people, females more than the males, and the com- 
monest symptoms are morning headache, cardiac 
asthma and failing vision. There may be lassitude, 
anorexia, loss of weight, and anemia. Blood pressure 
readings are much higher than in benign hypertension, 
the diastolic going upto 120 or higher and the systolic 
remaining more than 200 mm. of Hg. Examination of 
eye fields shows constantly marked changes in the 
fundi and the retinopathy is usually early. There is 
marked arterial constriction, narrow attenuated arteries 
—tortuous and silver-wire in appearance; full, engorged 
veins which show marked nipping at their crossing with 
the arteries, hyperemia, massive papilloedema, many 
flame-shaped superficial hemorrhages and soft cotton- 
wool exudative patches i.e., Grade 3 and 4 of Wagener 
and Keith. This picture of retinitis is of great prognos- 
tic and diagnostic significance and often heralds a death 
warrant, for very few of these patients live for two 
years or more, 

(2) HYPERTENSION IN CARDIOVASCULAR DISEASES: 
(a) In atherosclerosis the B.P. is only raised if it 
happens to complicate cardiovascular hypertrophy. 
Here, too, besides irregular, thickened and tortuous 
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arteries pulsating under the skin, a sustained B.P, and 
cardiac hypertrophy with a marked systolic murmur in 
the apical area and at the base, we find marked 
changes in the fundus oculi i.e., highly tortuous, 
‘irregular, copper-wire or silver-wire arteries, sheathing, 
and nipping of the veins, and small bright, hard 
exudate, spots in contrast to soft woolly patches of 
malignant hypertension, The hemorrhages may or 
may not be present and are usually small and scattered. 
There is no papilledema and the optic disc for all 
purposes is normal. The condition is usually bilateral. 
Again, unlike the retinopathy of malignant hyperten- 
sion this retinopathy is not of very definite prognostic 
significance. 


(b) In aortic incompetence the systolic reading is 
usually high and the diastolic low, which give a high 
pulse pressure. The systolic pressure in the femoral 
artery is higher than in the brachial. 


(c) In co-arctation of the aorta there is an inequa- 
lity of B.P. and pulse volume in the upper and lower 
extremities. The systolic pressure in the arms is very 
high, 200 mm. of Hg. or more, the B.P. in the femoral 
artery is very low, 100 mm. or less, and the femoral 
pulse is small. The pressure in both arms is generally 
equal. According to Maurice Campbell, high B.P. 
without reason, striking pulsation in the neck, signs of 
aortic incompetence and a systolic murmur, absent or 
very small femoral pulse, point to a clinical diagnosis 
of co-arctation of the aorta. Most patients with co- 
arctation are, indeed, very well physically. The 
diagnosis can be confirmed radiologically, when x-ray 
examination will show cardiac (left heart) enlargement, 
absence of aortic knuckle and notching and erosion of 
the ribs by the dilated intercostal arteries. 


(3 Renat Hypertension: Only 12 per cent of 
all cases of hypertension fall into this group. Here we 
find that the hypertension is progressive and arises as 
a complication of the primary kidney disease which 
causes renal destruction and impairment of kidney 
function. 

In acute (type I) nephritis the patient, usually a 
young adult with an etiological background of acute 
infection of the upper respiratory passages, suddenly 
develops hematuria, oliguria, ceedema, hypoproteinemia 
and arterial hypertension, which is moderate i.e., 
rarely higher than 180 systolic and 120 diastolic. The 
blood pressure comes to normal in 80-84 per cent cases 
which make a complete recovery in this disease. 


In chronic (type 2) nephritis there is presence of 
dropsy, anemia and cylindruria besides hypertension. 
The renal retinopathy here is practically the same as 
described in malignant hypertension and so is _ its 
diagnostic and prognostic significance. 

Pyelonephritis (pyelitis) resembles chronic glome- 
tulonephritis in its ultimate effects. According to 
Weiss and Parker, it is responsible for 15 to 20 per 
cent of cases of malignant hypertension; and according 
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to them hypertension in this disease is independent of 
renal function. 


Polycystic disease of the kidneys presents itself 
generally as a bilateral condition with large palpable 
kidneys, besides high B.P. and cardiac hypertrophy. 
There is dull aching pain in the loins, general malaise 
and recurrent hematuria. 


Toxamia of pregnancy—Some cases of pregnancy 
show hypertension, presumably due to toxemia of 
pregnancy. In some of these cases after three or four 
confinements a retinopathy occurs by about the 6th 
month of pregnancy, and the condition simulates 
malignant hypertension. 


(4) EnpocrrnAL HYPERTENSION: Basophil ad- 
enoma of the pituitary first described by Cushing in 
1932 causes hirsuties, obesity, purplish cutaneous 
strie and a high blood pressure, and early amenorrhcea 
in females and impotence in males. This is known as 
Cushing’s disease, to distinguish it from Cushing’s 
syndrome: in which the clinical features are the same 
but the lesion is in the adrenals. In both Cushing’s 
disease and Cushing’s syndrome the obesity (‘‘ buffalo- 
type "’) is characterised by a pad of fat over the 
clavicles and upper dorsal spines, a fat face, trunk and 
abdomen, and normal-sized limbs. There is, also, 
present osteoporosis, and muscular weakness. This 
pituitary basophil adenoma is generally too small to 
give rise to any pressure symptoms in the eyes i.e., 


there is no papilloeedema, optic atrophy or restriction of 
visual fields. 


Hypertension may also be present in a case of 
acromegaly—the disease which produces large spade- 
like hands, prognathism and macrosplanchnia. An 
acromegalic patient may erroneously be treated for 
enlarged liver or for high B.P. without recognising the 
basic condition. 


Pheochromocytoma is the adrenal medullary 
tumour which causes hypertension. It is also called 
chromaffinoma or paraganglioma. This tumour is rich 
in adrenaline and noradrenaline, and it is believed that 
noradrenaline causes asymptomatic paroxysmal hyper- 
tension while attacks of tachycardia and marked 
subjective symptoms follow the release of adrenaline. 
The picture of a patient seen in an attack is unforgett- 
able. The attack manifests itself in paroxysms of 
marked shivering, sweating, pallor, palpitation and 
dyspneea, and in some, tremors. nausea, vomiting and 
cyanosis. The B.P. during the attack is high i.e., 
upto about 200 mm. Hg. or so and normal in between 
the attacks. Recently, cases of persistent hypertension 
even simulating the malignant type have also been 
described. The condition is diagnosed by the typical 
attack, perirenal insufflation of air (about 450-500 c.c.) 
and by retrograde pyelogram: and by benzodioxane 
and histamine tests. Benzodioxane 0:25 mgm. per 
kilo of body weight is given intravenously slowly and 
a fall in B.P. of some 60 mm, of Hg. is noticed in 
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pheochromocytoma, the fall lasting for some 15 
minutes. In essential hypertension very transient minor 
fall in B.P. is noticed. Histamine test done by giving 
0°05 mgm. of histamine in 0-5 c.c. of normal saline 
intravenously is done to induce the characteristic 
paroxysmal attack with a great rise of B.P. 


Thyrogenic hypertension, though described by Sir 
John Parkinson and Clifford Hoyle is still debatable. 
In thyrotoxicosis the systolic pressure readings are 
generally higher and the diastolic normal or low, thus 
giving a high pulse pressure. According to Parkinson, 
patients with hyperthyroidism have a tendency to 
hypertension. 


Thymic hypertension is known and recognised, but 
very little is known of ovarian hypertension. 


5. METABOLIC HYPERTENSION: Diabetes mellitis 
and gout predispose to atherosclerosis which may cause 
consequent rise of B.P. 


6. HYPERTENSION ON AccouNT OF BLOOD 
Diseases: In polycythemia vera (Osler-Vaquez 
disease) headache, vertigo, and paresthesia, cyanosis, 
red shotty eyeballs, high blood-pressure readings, en- 
larged spleen and a blood picture showing increased 
R.B.C. t.e., about 8-10 million per c.mm. and a Hb. 
of 150-200 per cent are characteristic. All these 
symptoms are due to increased viscosity of blood. In 
polycythemia hypertonica (or Geisbéck’s disease) there 
is polycythemia and hypertension, albuminuria, left 
ventricular hypertrophy and usual sequele of high B.P. 
but no splenic enlargement. 


SEQUELAE AND PROGNOSIS 


Benign hypertension usually runs a slow and pro- 
longed course, fifteen to twenty years and more after 
the development of symptoms. More than 50 per cent 
from cardiac causes (i.e., congestive heart failure and 
left ventricular failure), quite a large number from 
cerebral hemorrhage and a few from uremia. In 
malignant hypertension uremia tops the list, and 
cardiac and cerebral hemorrhage come next in order 
as the cause of death. 


Persistent high B.P. in essential hypertension gives 
hypertensive crises so-called attacks of hyper- 
tensive encephalopathy. The attacks are precipitated 
by a further sudden rise in the already high pressure 
leading to angiospasm, cerebral anaemia and cerebral 
cedema, and characterised by extremely severe head- 
ache, sickness, drowsiness and semicoma, or convul- 
sions. Hemiparesis is commonly found in the attack, 
hemianopia or other indication of local cerebral lesion 
being less common, Eye fields show the usual hyper- 
tensive changes with papilleedema which signifies that 
cerebral cedema is also present. The crisis is short- 
lived—lasting from a few hours to 2 to 3 days and ends 
in recovery, but it has a tendency to recur. The end 
in these patients results from cerebral hemorrhage. 
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TREATMENT 


Treatment of cases of essential hypertension should, 
first of all, aim at avoiding all ‘‘ pressure phobia ’’ in 
the patients, and adequate rest of at least 8-10 hours 
daily. 

Diet—In the past, the hypertensives were generally 
put on restricted diet. As has already been pointed out 
in the beginning, experimental evidence has failed to 
prove that high protein or high fat diet leads to hyper- 
tension. It is not necessary, therefore, to ask the 
patient to cut down these articles from his food, 
* Moderation ’ should be the watchword in everything 
including alcoholic drinks. With regard to tobacco and 
smoking it should be remembered that nicotine is a 
vasconstrictor, and as such elevator of blood pressure, 
therefore, smoking should be stopped or cut down to 
the minimum. Vitamin A in large doses has been 
advocated by some but it is of no value. The 
therapeutic value of rice diet has not proved of merit 
especially in Indian patients. 

Drugs—For restlessness and insominia bromides 
and barbiturates are the drugs of choice. In severe 
headache and in hypertensive encepalopathy hypertonic 
solutions like Mag. sulph 2 gm. in 10 per cent solution 
or 25 c.c. or 50 c.c. of 20-25 per cent glucose should 
be given intravenously. Venesection and lumbar punc- 
ture are also of value in hypertensive crises and 
headache. Venesection is also useful in plethorics and 
those who show great distension of right heart. At 
least a pint of blood should be withdrawn and this can 
be repeated at intervals. 

Dramamine (8-dimethyl amino ethyl ether 8— 
chloro-theophyllinate) a labyrinthine depressant first 
used by the Americans in 1948 in sea and air sickness, 
has been found useful in vertigo and vestibular disturb- 
ances complicating arteriosclerotic and hypertensive 
cardiovascular disease by Goldman et al (1951), in 
doses of 25 to 100 mgm. four times daily, and there is 
no recurrence of symptoms after the discontinuance of 
the drug. Thiocyanates are effective in reducing B.P. 
though their mode of action is not known. Severe and 
intractable headache is the most important indication 
of their use; and the principal drug used has been 
potassium thiocyanate 6-9 grains a day and then half 
the dose after first 5 or 6 days, this gives a concentra- 
tion of about 10 mgm. per 100 c.c. of blood which is 
considered to be the effective blood level. The blood 
level of 15 mgm. per 100 c.c. of blood should never 
be exceeded and the use of the drug should be controll- 
ed by the estimation of blood thiocyanate weekly. 50 
per cent cases of essential hypertension respond to it, 
but the B.P. rises again when the drug is withheld, Its 
toxic effects are very severe and include fatigue, 
headache, vertigo, mental confusion, nausea and vomit- 
ing, skin rashes, anemia, jaundice and death. Its 
contra-indications are atherosclerosis, renal disease and 
old age. 

Rauwolfia serpentina alkaloids were found by 
Chopra et al (1933) to possess sedative, hypnotic and 
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hypertension lowering properties. They found that the 
alkaloid serpentine in doses of x mgm. per kilogram of 
the body weight would cause a fall of 30 to 40 mm. of 
Hg. Bhatia and Kapur (1944) describe very favourable 
results with Rauwolfia Serpentina. Vakil (1949) 
remarks that this drug, has a definite place in the treat- 
ment of cases of high B.P. Very recently, Mazumdar 
and Mukherjee (1951) watched its effects on 12 patients 
and found that 7 showed moderate lowering of B.P., 
in 1 it was slight and in 3 the readings remained the 
same. Personally, I have found that it gives good 
results in cases of benign hypertension, reducing the 
B.P. by about 40-50 mm. of Hg. but is of little use in 
cases of malignant hypertension. 


Salts of pentamethonium and hexamethonium 
possessing the property of blocking the transmission of 
nervous impulses through autonomic ganglia and 
thereby interrupting the vasomotor tone were first 
described by Paton and Zaimis (1948a and 1948b), and 
their clinical trials in the treatment of hypertensive 
disease done by various workers like Arnold and 
Rosenheim (1949), Burt and Graham (1950), Restall and 
Smirk (1950) and Turner (1950). The drugs were first 
given parenterally and was later found that they could 
also be given by mouth though much larger doses were 
needed by this route to produce the same effects on 
account of uncertainty of absorption this way and 
acquired tolerance to oral dose. The way how they 
have been recommended to be given is: make a 
thorough examination of the patient including his 
cardiac and renal function, then do the sedation test 
(by giving amytal gr. iii hourly for three hours and 
noting the B.P.) and then give hexamethonium 
bromide subcutaneously or intramuscularly in the 
initial dose of 20 mgm., the patient lying in a propped 
up position in the bed. A fall in B.P. is immediately 
noticed and may be followed by dizziness. Increase or 
decrease the second dose according to response of the 
first dose, and repeat the injections twice daily. Once 
a satisfactory control is obtained, the drug can then 
be given by mouth upto a maximum of about 1 gm. 
thrice daily. In hypertensive encephalopathy 1I.V. 
injection ot 30-40 mgm. of the drug over a period of 
2 minutes is recommended to be withdrawn at once if 
dizziness appears. These drugs have been used chiefly 
in cases of essential hypertension but have also been 
proved effective in renal hypertension and in toxemia 
of pregnancy. The drugs cause a sudden fall in B.P., 
therefore one must be cautious in giving them in cases 
of cerebral or coronary artery disease where relative 
local ischemia and possibly thrombosis may result. 
Again, one must note that these compounds are very 
potent drugs, and have caused fatal result even when 
given under supervision. 


Quite recently veratrum viridi has come into the 
field as another drug for the treatment of hypertension. 
Its alkaloids exert a beneficial action in hypertensive 
cases, but how it does so is not known with certainty. 
A potent alkaloid of this plant is still being tried in 
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America and elsewhere in the treatment of hyperten- 
sion. Veratrum gives troublesome nausea and vomiting 
in the patient and is not suitable for cases of peptic 
ulcer. [he advantages of this drug claimed over 
methonium compounds are that it does not cause (j) 
postural hypotension as seen in methonium compounds, 
(i) ‘‘ methonium paralytic ileus ’’ and (i) bromism. 

Lastly, ‘‘ neither methonium compounds nor vera- 
trum touch the cause of the disease and both these 
types of preparation offer encouragement but as yet no 
fulfilment ’’ (Leading article, Lancet, 1: 568, 1951). 

Tissue Extracts—Renal extracts are still in the 
experimental stage. Encouraging results have been 
reported with hypertensinase but pyrogenic and anaphy- 
lactoid effects make evaluation difficult. 

Surgical Treatment—In certain cases splanchnicec- 
tomy has been advocated for hypertension, and 
for this Smithwicks (1950) operation ot supradiaphrag- 
matic sympathectomy 1.e., removal of all sympathetic 
ganglion from 8D to 1L or 2L first on one side and 
then on the other is considered classical. Sympathec- 
tomy does not cure the disease for it cannot remove the 
cause, but it relieves certain symptoms like intractable 
headache and papillceedema and increases the expect- 
ancy of life. ‘he criteria of its success are variable, 
for some consider changes in B.P. and increase in 
longevity and other symptomatic improvement as a 
success. Patients who are above 50, who have had 
heart failure or a stroke (confirmed by E.C.G.), severe 
renal damage (ascertained by high blood urea and poor 
renal function tests), obesity and emphysema are not 
to be considered for the surgical treatment, and so 
would not, cases of alcoholism. 


The after-effects of sympathectomy are postural 
hypotension, faintness and giddiness cn standing and 
temporary impotence and sterility if 2L ganglion is 
excised and the B.P. resumes its original level after 
12-18 months of sympathectomy. 


It is concluded, therefore, that operation does not 
effect a cure, but offers some relief of the symptoms 
including those of the grave ocular type. 


SUMMARY 


A resume of the xtiological factors, clinical classi- 
fication and therapeutic measures of hypertension is 
described. 


REFERENCES 


ARNOLD, P. anp Rosennem, M. L.—Lancet, 2: 321, 1949. 

Beaumont, G. E.—Applied Medicine, rst Edition, J. & A. 
Churchill Ltd., p. 358, 1950. 

Buatia, B. B. ann Kapur, R. D.—Indian J. M. Research, 
32: 177, 1944. 

Brit. M. ].—Leading article, 1: 455, 1951. 

Burt, C. C. anp Granam, A. J. P.—Brit. M. J., 1: 455, 
1950. 

Cnopra, R. N., Gupta, J. C., ann Muxnersezr, B.—I/ndian 
J. M. Research, 21: 261, 1933. 

Curis, S. M.—Brit. M. J., 1: 665, 1951. 


J. 1, M. A. ADVERTISER 


October, 1952 


PRAGMATAR is a tar-sulfur-salicylic acid 


ointment which has proved its worth in the treatment of: 


@ The various mycoses—dhobie’s itch, 
crotch itch, athlete’s foot, ringworm of the scalp, etc. 


@ Seborrhoeic dermatitis and related conditions. 


@ Dermatitis and eczematous eruptions. 


PRAGMATAR has a wide margin of safety; it does not cause 
irritation; it is easy to apply and its water-miscible 
emulsion base makes it easy to remove. 


PRAGMATAR 


most effective in a wide range of common skin disorders. 


SMITH KLINE & FRENCH INTPRNATIONAL CO, Philadelphia, U.S.A. 
(Incorporated in U.S.A. with Limited Liability) 


Sole Importers in India: Pharmed Ltd., ‘Pharmed House’ 
141 Fort Street, Bombay 1. P. O. Box, 1185 


Caleutte—10, Lall Basar, P.O. Box, 0884 
Delhi— Fountain, P.O. Box, 1404 
Madras— 19, Govindappe Naicken;Street, Mohan Building, Madras 


Abmedabad—4461/3, Gandbi Road, P.O. Box, 


When replying, please mentio® the Journal of the Indian Medical Association 


. 
j 


J. 1. M. A. ADVERTISER 


The Dunlopillo mattress 
is one of the most remarkable 
contributions to comfort in 
this modern age. The soft 
buoyancy of its self-ventilar 
ing, springless latex-foam 
structure has made it the 
world’s coolest, most 

the inagic mattress comfortable, economical and 
hygienic mattress. For 
homes, hotels, and hospitals 
there is nothing more suit 
able, especially in Indian 
climatic conditions, than 
Dunlopillo mattresses. 


DUNLOPILLO 


Now made in India by 


DUNLOP 


When replying. please mention the Journal of the Indian Medical Association 


xxx 
| October, 1952 
Vie 
==" 

| 
| 
FOUNDERS OF THE LATEX FOAM WNDUSTRY 


JOURNAL 
I. M. A. 


Duxe Extper, W. Stewart—Text book of Ophthalmology 
Vol. III, Henry Kimpton, London, pages 2,706, 1947. 
East, Terence anp Baty, Curtis—Recent Advances in 

Cardiology, 4th Ed., J. & A. Churchill Ltd., p. 135, 
1949. 
Evans, Witttam—Cardiology, Butterworth, 1948. 

Gotpman, J. R., et al—Am. Heart J., 42: 1302, 1951. 
Hapriztp, G. anp Garrop, L. P.—Recent Advances in 
Pathology, 5th Edition, J. & A. Churchill Ltd., 1948. 

Lockett, Mary E.—Post-Graduate Med. ]., Oct., 1945. 
Mazumpar, D. C. anp Muxnerjer, K. C.—J. Indian M. A., 


10: 361, 1951. 
Paton, W. D. M., anp Zarmis, E. J.—Nature, 161: 718, 
1948a. 


Idem—Ibid, 162: 810, 1948b. 

Price, Freperick W.—A Text book of the Practice of 
Medicine, 7th Edn., Oxford University Press. p. 1098, 
1947. 

Restat, P. A. anp Smirk, F. H.—New Zealagd M. j., 49: 
206, 1950. 

Serve, Hans—Practitioner, 163: 393, 1949. 

Vaxit, R. J. Brit Heart J., 11: 350, 1949. 

Von Euter, U. S.—Brit. M. J., 1: 105, 1951. 


SPECIAL ARTICLE 


ROLE OF AN OPHTHALMOLOGIST 
IN INDUSTRY 


N. SRINIVASAN, (OXON.), D.O.M.S. (LOND.), 


Hony. Ophthalmic Surgeon, Govt. Royapetta Hospital 
Madras 


Industry in India is expanding rapidly since the 
advent of independence and with it increased employ- 
ment of workers has become necessary. Many of the 
workers must learn to handle more or less skilfully 
the modern fast-moving machinery, hitherto unknown 
to them. Since education has not kept pace with the 
demands of modern industry, the average worker 
fails to realise the necessity of safety rules laid down 
for his job. Thus the industrial medical officers have 
to face to-day problems hitherto not encountered in 
India. Of late, the entire problem of industrial health 
is being tackled with greater enthusiasm by directors 
of various private industries and government depart- 
ments. Expenditure on more thorough voluntary 
medical aid to the workers have been incurred by the 
industrial concerns. In a recent circular the Govern- 
ment have stressed the importance of pre-employment 
medical examination, 


Till recently the industrial concerns of this country 
have been feeling the provision of medical service a 
liability or an unremunerative infliction on them, and 
hence have been maintaining a skeleton medical staff 
just to attend to first-aid and left everything else to the 
state hospitals or to the private profession. Fortunate- 
ly, the more enterprising larger concerns have realized 
the importance of improved medical aid, which not 
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only looks after the first-aid in case of injuries, but 
also of physical examination at recruitment, and main- 
tenance ot health of the worker and his family. When 
injured, except where definite hospitalisation 1s indicat- 
ed, a thorough treatment is provided, so as to retura 
the worker in the quickest possible time psychologically 
and physically rehabilitated. This, of course, neces- 
sitates maintenance of one or more fully qualified 
medical practitioners interested in Industrial Medicine 
on a full-time basis and facilities to obtain specialist 
opinion when necessary. Vision having been recogniz- 
ed as one of the most important of all human abilities 
and especially to an industrial worker, the services of 
an ophthalmologist on a part or full-time basis to large 
industrial concerns is very helpful. 


Herein I attempt to outline the role of an ophthal- 
mologist in industry from my short experience in some 
industrial concerns of Madras. I hope it will clearly 
explain the importance of an ophthalmic service to 
industry, not only to stimulate the interest of the 
industrialist, but also to be of some use to an average 
general practitioner employed as a medical officer to a 
hrm. 

The worker is seen in three phases:—(1) as a 
prospective employee, (2) employee in health (3) as a 
sick employee. 


THe Prospective EMPLOYEE 


An authority has said ‘‘ Approximately to per cent 
of all industrial accidents may be attributed to inade- 
quate mechanical or machine guards and go per cent 
due to human errors or defects."’ Thus it is most 
imperative, even at the outset, when an employee is 
taken in, that a thorough physical examination is 
completed. Corrective measures if needed must be 
taken before he enters the firm. A thorough physical 
examination must include blood examination, including 
blood picture and serodiagnostic tests. Part of the 
physical examination is vision screening procedure, 
The actual ocular examination consists of external 
examination of the eyes for any pathological or con- 
genital defects, visual acuity for distance and near 
vision in each eye separately, glasses worn if necessary, 
muscle balance and stereopsis, colour perception and 
appreciation, field of vision by confrontation test. 
Every one of the above tests is necessary to estimate 
an ocular efficiency for industry as would be shown 
subsequently. Eighty per cent of all human motions 
are controlled by the eyes. Hence very efficient eyes 
are necessary not only for prevention of accidents, but 
also for efficient performance of delicate and dexterous 
jobs. Very often ocular examination for pre-employ- 
ment physical fitness certificate ends in recording visual 
acuity for distance. Since that alone is not sufficient, 
I would suggest the practice, of requiring an eye 
specialist's opinion on all of the above details, should 
become more prevalent. For grades of vision suited to 
various types of industry, I follow the standards 
suggested by Joseph Minton in his ‘‘ Book on occupa- 
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tional eye diseases and injuries ‘’ which I have found 
very helpful. I am reproducing the same here. 


Visuat STANDARDS IN INDUSTRY 


One eye 6/6 
Other eye 6/36 


Workers in this group are 
fit for all occupations in- 
cluding fine, close work. 

This group is fit for most 
occupations in Engineer- 
ing industry and clerical 
work. Fit to drive motor 
vehicles. 


One eye 6/12 
Other eye 6/36 


All one-eyed 
people with not 
less than 6/12 
in good eye 


Fir for most occupations, 
the safety of the good eye 
must always be ensured. 
Coal-mining, hammering, 
chipping and _ drilling 
should not be carried out 
by one-eyed people. 

One eye 6/24 

Other not less 

than 6/36 

All blind and 
partially blind, 
less than 6/36 
each eye. 


Fit for out-door occupa- 
tions, carpentry, garden- 
ing, dock labour etc. 

As suggested by National 
Institute for the blind 
(Britain). 


N.B.—These visual standards are based on the vision of 
the worker, if necessary with glasses. 


Prospective employees who are able to meet this 
standard with glasses are required to so equip 


themselves with glasses and should visit the eye specia- 


list before they may be declared fit. Till such time 
they are classified as temporarily unfit. In my experi- 
ence in Madras, this has been insisted on for two 
reasons, (1) Workers who, after serving for sometime 
with the firm, develop symptoms of eye strain, or defec- 
tive vision, are required to secure eye glasses. One 
third the cost is borne by the company the other 
two-thirds deducted, in easy instalments, from the 
workers’ salary. Obviously, with such concessions, the 
worker is expected to enter service after suitable correc- 
tion at his own cost. (2) Studies of eye sight in 
factories have revealed that persons with uncorrected 
visual inefficiency are more prone to accidents than 
workers with efficient visual performance. Eye strain 
causes fatigue, nervousness and lowered alertness. Very 
often the pre-employment vision test reveals defective 
eye sight to the individual for the first time in his life 
and the necessity to wear glasses is pointed out to him. 
In my experience for the past one year, among 680 
paceman examinations made, 29 were found to 

temporarily unfit for want of initial correction or 
suitable correction, 13 men with progressive disease 
of the eyes or uncorrectable damage to the fundus or 
media were rejected, 


EmpLover 
Regular periodic health examination of workers is 
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ed. Any early pathological condition or normal senile 
changes such as lens opacities, degenerative changes cf 
conjunctiva and cornea, fundus changes, changes in 
refraction like latent hypermetropia becoming manifest, 
onset or increase in presbyopia etc., are noted on the 
health cards and suitable remedies suggested. The 
prescription must be followed if the man is to remain 
medically fit. 


Attention to visual performance helps the indivi- 
dual employee quite as much as it does the manage- 
ment. Any method which increases the efficiency of 
the worker and at the same time gives him comfort at 
his work is a real service. It should create a better 
attitude towards his work. 


In this connection the prescription of spectacles to 
presbyopic workers deserves special mention. The 
usual workiifg distance of the individual for his trade 
is an important factor. For instance, a clerk doing 
office work, a foreman requiring to inspect job cards 
and other normal reading matter in addition to technical 
supervision etc., would be satisfied with spectacles 
prescribed for the usual 33 cms. distance. Whereas a 
carpenter, lino-operator and men in similar jobs require 
their own near point vision fixed according to their 
trade, which would usually be more than 33 cms. 
Spectacles are prescribed accordingly. Our statistics 
show, that out of 4,500 men on an average 160 
employees require eye testing and prescription of 
glasses every year. 

During his career the worker has to face many 
hazards peculiar to his trade. The ophthalmologist 
with the Industrial Medical Officer’s help, could suggest 
measures to guard against them. For example, proper 
screening measures either with glass shields or goggles 
against flying foreign bodies propelled by abrasive 
wheels, lathes, turning machines, or by hand operation 
such as hammering, chiselling and chippipg of slag 
after welding operations, should be required. The 
goggles should not be tinted for these purposes, but 
made of clear glass with no flaw, no scratches, and 
should be light and comfortable, preferably non- 
splintering Triplex glass. The management should 
periodically inspect all glass shields and goggles and 
keep them in good order. Otherwise, the worker will 
try to avoid using them. If enforced he feels it more 
of an infliction than an advantage. In some western 
countries, if the worker fails to wear goggles during 
work in certain trades, he is liable to be dismissed. 
It is easy to find if one was wearing goggles or not 
while working on an abrasive wheel when numerous 
extremely small foreign bodies similar to one on the 
eye are peppered all around the eye on the lids and 
eye lashes. If the glasses were worn, none enter the 
eyes. Where ill-fitting goggles are used foreign bodies 
may find their way into the eye especially by the side 
of the bridge of the nose. 


The other industrial eye hazards frequently 


catried out annually. The eye examination is includ- encountered are those in welding work, effect of fumes 
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produced and effect of ultra-violet rays on conjunctiva 
and cornea causing irritation of the eyes from mild 
conjunctivtis, or in severe cases superficial corneal 
erosions. In these, there is always a latent period 
during which abiotic action of the rays on the epithelial 
cells take place with subsequent shedding off of the 
same and exposure of the fifth nerve-ending causing 
intense reflex blepharospasm. The most efficient pre- 
ventive glass for this is Crookes, which cuts off the 
whole of the lower reaches of the spectrum and used 
in the darker shades reduces the glare of the luminous 
light as well.. The welder generally uses the shield to 
protest his eyes when welding. But is is usually his 
assistant or a worker in the neighbourhood that neglects 
eye protection and suffers from ocular irritation. The 
fumes that are produced in welding seem to be irritable 
to the eye. Very often the worker reports to the 
medical centre with such a complaint. Mild astringent 
sedative eye drops help to relieve the pain. 


Among the chemical irritants causing injuries to 
the eyes—alkali and acid are common, producing alkali 
and weak acid burns. Lime burn is the chief alkali 
burn that requires careful management on account of 
its deep penetrating quality by softening superficial 
layers and percolating through them. Prognostication 
is difficult at first. Generally, however, the condition is 
not very serious as only a small quantity of slaked, old 
lime falls in e.g., an electrician or his assistant working 
on a plastered ceiling. The worker or the neighbour 
at once removes the solid particle. The rest is removed 
by washing at the first-aid centre. Fresh white-wash 
lime is, however, dangerous on account of its fluid and 
chemical state. Acid burns met with in automobile 
engineering concerns attending our centre are, however, 
not very serious. Dilute acids used in accumulators 
are the usual cause for such accidents. Intense lacri- 
mation and the washing of the eye generally helps to 
clear the condition and the patient suffers from 


temporary irritant-conjunctivitis. 


Other rarer chemical hazards that may be met 
with in paints and chemical factories are: amyl nitras 
causing corneal necrosis; aniline dyes causing chemosis 
and keratoconjunctivitis; beryllium as used in fluores- 
cent lamps—keratitis; CS,—cataract; lead—optic neuri- 
tis, accommodation difficulties etc.; tar—corneal ulcers; 
methyl acetate—loss of central vision; trichlorethylene 
as used in paint remover—keratitis, and rarely optic 
atrophy. 


The effect of heat rays on lens should be mentioned 
as a possible hazard in case of workers dealing with 
intense heat e.g., furnaces, though such instances 
are not common and take a long time to develop. 
Heat absorbed by the cornea and aqueous humour are 
quickly lost and no effect on those are perceptible, 
whereas the lens absorbs heat and it is unable to lose -t 
quickly with the result that changes take place causing 
the appearance of cataract, ¢.g., chain makers’ cataract 
and glass blowers’ cataract etc. 
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Another important detail of prevention of general 
and ocular accidents is in connection with illumination. 
The right amount and type of illumination for a 
particular job is essential for comfort and efficiency. 
To assure visual comfort, the indirect system of lighting 
is the safest. Comfort can be obtained in relatively 
dim light if uniformity of brightness is achieved. The 
indirect system is best suited for offices. The contrast 
between the upper and lower parts of the room should 
be reduced by using light colours on furnitures and 
floor. Direct system requires expert care. Naked 
bulb showing out in contrast to ceiling should be avoid- 
ed. With regard to the colour in light, a yellowish 
tint is preferable (the colour of highest visibility in 
spectrum to light adapted eye). The colour of the 
artificial light used in deep rooms, where it mixes with 
natural light to increase the illumination of the place, 
should be such that the two should be more or less 
similar, and the natural choice is a fluorescent lamp. 
One disadvantage with fluorescent lamp operating on 
A.C. current is the cyclic variation of light which can 
give rise to stroboscopic effect with moving objects 
which in bad cases may appear to alter the speed or 
even seem to stop a rotating wheel. By suitable 
electrical circuit arrangement this effect can be mini- 
mised. There is no evidence that light fluctuations of 
lamps on the ordinary circuit have a deleterious effect 
on the eye. But glare due to light from an unwanted 
angle is very annoying to the worker, reducing his 
efficiency and hastening the onset of fatigue. Hence 
direct lights should be properly screened to avoid glare. 

With regard to colour on walls etc., soft greyish 
hues are best. They lack aggression and do not 
distract. Where temperature is high, cool colours like 
green and blue could be used, and cream colour where 
temperature is low. A soft blue green fulfil most 
requirements. 


Sick EMPLOYEE 


The sick employee can. be classified into those 
suffering from (a) accidental injuries and (b) other 
diseases of the eyes. 

(A) AccrpentaL Injurres:—In spite of all pre- 
cautions taken to prevent, accidents are inevitable. 
All efforts should be directed towards reduction of their 
number and severity. From the statistics for the year 
1950-51 of injuries from industrial concerns under study 
476 sustained ocular injuries which works out to 30 
per cent of all injuries reported. The industrial 
concerns on an aggregate employ about 4,500 workers. 
Fortunately none of the injuries led to loss of vision 
sufficiently serious to impair working efficiency. 

The chief cause of eye injuries in order of frequency 
have been due to (1) flying objects viz., (a) those set in 
motion by hand tools (b) those set in motion by abra- 
sive wheels giving rise to small flying particles, with 
more or less equal frequency: (2) irritation of eyes 
from exposure to fumes e.g., welding; (3) dust and grit 
¢.g., while servicing the under chassis of motor vehicles 
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etc.; (4) irritant and corrosive substances like brake 
fluid, dilute acids from accumulators, lime, paint 
solvents etc.; (5) irritant conjunctivitis or very rarely 
superficial corneal erosions from exposure to ultraviolet 
rays emitted during welding operations—usually the 
assistant of the welder suffers. Workers wear goggles 
while working on abrasive wheels and in turning opera- 
tions, otherwise flying particles from other kinds 
of work, for example hammering, chipping off slag, 
scraping of old paint etc., are not usually screened off 
by any protective means. Even where arrangement 
for protection of the eyes exist such as glass shields, or 
wearing of goggles, some workers either neglect to make 
use of them or fail to understand their proper use. 
Instances have come to our notice where the worker 
looks over the shield to get close to his job in his 
anxiety to do his best, thus exposing himself to injury 
by foreign bodies. 

These injuries could be classified as major and 
minor eye injuries. Fortunately most of the injuries 
are of a minor nature and major ones are extremely 
rare. Minor ocular injuries are an every day occurrence 
even in places where protective measures are adequate 
and strictly adhered to. 

Majority of injuries are to the cornea with foreign 
body 48-2 per cent of all ocular injuries reporting at 
the medical centre with either only an abrasion of 
cornea giving rise to a foreign body feeling, or an 
actual foreign body embedded to various depths in the 
corneal tissue. Most of them are metallic foreign 
bodies. Of lesser frequency are foreign bodies lodged 
in the conjunctiva, usually in the unper sulcus sub- 
tarsalis or at the inner canthus. Fortunately, the 
practice of getting first aid from the neighbour has 
become rare and most of the workmen report as soon 
as ocular injury occurs to their immediate superior who 
directs them to the medical centre for treatment. This 
fact and immediate use of antibiotics have been 
responsible for the quick return of the worker back to 
industry with little or no loss of efficiency. Since 
treatment for corneal abrasion and foreign bodies entails 
bandaging the eye the worker is taken off duty for the 
rest of the day. The vast majority of the patients are 
ready for work, the next day. Very little scarring is 
left on the cornea and as the injury is rarely over the 
pupillary area, there is no damage to vision in most 
of the cases. In case of foreign body with rust ring, 
if the latter is not thoroughly scraped out on the first 
day, the irritation and lacrimation still continue on the 
second day when the patient feels as if the foreien body 
still existed. In such cases the rust ring would have to 
be removed and period of absence extended accord- 
ingly. 

One group of firms have accented the princivle of 
paving the workers full waces and dearness allowance 
during a period not exceedine six dovs of certified 
absence after an industrial accident. Thereafter Insur- 
ance pays only wages. Such a gesture in the Jone run 


helps the company in that the worker gets a thorough 
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treatment without having to hurry back for fear of 
losing wages and thus gets back wo work fully rehabili- 
tated both physically and psychologically. 

Special mention however must be made about 
management and ocular affections of welders. Welding 
fumes consist of oxides of nitrogen, CO,, CO, SO,, 
fluorides, phosphin, arsine etc., and where the job has 
to be done in confined spaces as for instance on the 
inside of a tank etc., the fumes are not readily dispelled 
and the same may irritate the eyes and in serious 
conditions lead to what is known as metal fume fever. 
The irritant effect on the eyes, easily pass off without 
any treatment. Mild astringent-sedative drops may, 
however, be prescribed as a placebo. Acute arc eye 
is a rare condition. In more than a year’s experience 
as an ophthalmologist to a group of engineering con- 
cerns employing over 4,500 workers and where welding 
(gas and electric) is carried on day in and day out I have 
come across only a single instance of genuine acute arc 
eye, with superficial corneal erosion appearing after a 
latent period after welding. Such a case is best 
treated with frequent irrigation with cold saline and 
gutte adrenaline x in 1,000 instillations and if the 
patient complains of great deal of pain pantocaine 
I per cent should be instilled. Antistine with vaso- 
constrictors (Antistine-privine, Ciba) is beneficial. The 
patient has to be put off duty for the rest of the day 
and, if necessary, a little longer. 

Major eye injuries that might happen in industry 
include those where there is rupture of the coats of the 
eyeball or serious intraocular damage on account of 
injury with blunt or sharp objects with consequent 
impairment of vision, or extra-ocular damage to any 
extrinsic ocular muscle with consequent diplopia, 
temporary or permanent. Such injuries are, however, 
rare on account of the usual precautions taken by the 
management and the worker. When such injuries take 
place the patient should be put under expert care as 
soon as possible and appropriate surgical treatment 
adopted to minimise the effects of damage. It is in 
connection with effects of major eye injuries that the 
problem of compensation usually arises. Appraisal of 
visual efficiency and computation of compensation— 
Total permanent disability of both eyes=Total perma- 
nent disability of the individual. To estimate full 
visual efficiency three co-ordinate individual factors 
should be taken into account. They are: (a) visual 
acuity. (b) field of vision, (c) muscle function. 


(a) The best visual acuity with correcting glasses 
should be noted (6/6=100 per cent: 6/60=20 per 
cent; 1/60=1 per cent). If more than 4 D anisome- 
tropia exists between the injured eye and the fellow 
the either best possible vision of the injured eye without 
corrections or with lenses of not more than 4 D Sphs. 
difference from the fellow eye shall be acuity that is 
taken into account. 

(b) Field of vision with white target subtending 
r® under illumination of not less than 3 f.c.—the 


amount of radial contraction in 8 principal meridians 
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is determined, the sum of these divided by 420 gives 
visual field efficiency of one eye in per cent. 

(c) Muscle function. An industrial diplopia chart 
is used which is divided into 20 squares—the number 
of squares in which diplopia occurs is found and if 
there is diplopia in all squares 50 per cent efficiency 
and so on. 

The industrial visual efficiency of one eye 1s 
obtained by multiplying the per cent efficiency thus 
found of the three co-ordinate factors. Example—lf 
VA=40 per cent, field=8r per cent and motor field 
efficiency=100 per cent, then 0-4x0-81 x 
per cent is the industrial visual efficiency of the eye. 


Industrial visual efficiency of the individual could 
then be calculated as follows: 

" Industrial visual efficiency of the less efficient eye 
plus 3 ~x/industrial visual efficiency of the better eye, 
divided by 4. Example—If the injured eye efficiency is 
40 per cent and better eye 100 per cent then Ss a 
=85 per cent is the industrial efficiency of the indivi- 
dual and the compensation would be 15 per cent of the 
amount due to him if he suffered total permanent 
disability. 

In our state, according to Compensation Act, loss 
of one eye or complete and permanent loss of use of 
one eye, is said to cause 30 per cent loss of earning 
capacity of an individual and compensation due to the 
worker is calculated thereon. 

(B) Orner Diseases or THE Eyes: A sick 
employee suffering from other diseases of the eyes 
requires the same amount of attention and care as when 
he is involved in an industrial accident. If his condi- 
tion is infective he is given adequate leave and asked 
to attend for treatment daily. If the sources could be 
traced in his family he is encouraged to bring them as 
well for treatment. Provision for treatment of family 
of the worker is helpful in two ways (1) that it prevents 
spread of infection to the worker if he is not already 
suffering from the condition; (2) it saves, worry, money, 
and time of the worker which would otherwise be spent 
in making arrangement for their treatment, thus 
indirectly benefiting the worker and management. 


In non-infective cases adequate treatment is carried 
out, if possible, as an out-patient, otherwise he is 
directed to a nearby hospital. 

In this brief resume of the role of an opthalmologist 
in industry, I have hoped to focus the attention of the 
industrialist and industrial medical officer on the 
importance of ocular care in industry. Where possible 
an ophthalmologist’s service, either part time or whole 
time, should be arranged. His services should be very 
valuable: (1) In ocular examination of a prospective 
employee and making full and correct notes about his 
condition in giving an opinion as to his ocular fitness 
or otherwise; (2) In suggesting measures for the preven- 
tive aspect of accidents, proper illumination etc.; (3) 
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In advising treatment cf all or at least difficult ocular 
accidents; (4) For opinion as regards ocular compensa- 
tion claims; (5) And in attending to the needs of a sick 
employee and his family, including refraction work. 


APPENDIX A 


Hints For THe First Arp Treatment or EXTERNaL 
Ocutar Injuries in INDUSTRY 

(To be carried out only in the Medical Centre). 

1. Corneal Abrasion 

(a) Instil 2 drops of fluorescein solution into the eye, and 
then give a small gentle wash. Abrasion stains green. 

(b) Press over the sac region and see if any regurgitation 
occurs through puncta. If doubtful, test for patency of 
lacrimal passage. 

(c) If passage free—two drops of albucid 10 per cent or 
steramide 10 per cent solution followed by penicillin eye 
ointment 1,000 units per gram and then apply pad and 
bandage. 

(d) If passage is not free—apply albucid drops and ung. 
penicillin. Do not bandage and case to be seen by the eye 
specialist. 

2. Foreign Body in the External Eye 


(a) Patient lying on a couch, inspect cornea with oblique 
illumination and loupe. (Fluorescein instillation helps). If 
cornea is free evert the upper lid and look for foreign body 
there, if found remove with a pledget of moist cotton wool. 
If not there give a thorough saline wash to the eye and any 
loose foreign body anywhere else comes out 

(b) If on cornea—aneasthetise with pantocaine 2 per cent 
solution. Under aseptic conditions remove foreign body with 
sharp needle. If rust ring is present try to scrape it out. 
If it does not come off leave it for the eye specialist. Then 
test for regurgitation by pressure over sac area, if no regurgi- 
tation, instil albucid 10 per cent drops. Ung. penicillin or 
steramide, pad and bandage. Latter to be kept for 24 hours. 

(c) Difficult rust ring and deeply embedded foreign body 
to be left alone for the specialist to see after applying albucid 
drops, ung. penicillin and pad and bandage 

3. Burns of Conjunctiva and Cornea (Splashing of hot 
molten metal into eyes in foundries) 

Immediate application of albucid drops and ung. penicil- 
lin in sufficient quantity to fill the conjunctival sac and then 
pad and bandage. If there is any solid particle on the cornea 
that of course should be removed first 

4. Contusions of the Eye (Large bodies hitting the eye). 

In Minor Injuries—‘‘ Black eye,"’ corneal abrasion, sub- 
conjunctival haemorrhage. 

Severe cases—Rupture of the globe—intra and retro- 
ocular lesions ete. If possible, note down the vision of the 
injured eye. Albucid drops, ung. penicillin apply, pad and 
bandage. To be shown to the eye specialist. 

5. Chemical Eye Injuries. 

1. Ammonia, NaOH, 
alkalies 
Ammonium sulphate 
other fertilizers. 

| 3. Nitric acid 
| 4. Sulphuric 
| acids. 

| 5. Lime and cement splashes, 


other 


and 
(A) Chemical Splashes 


acid and other 


— 


| 
| 


(B) Chemical gases {1. Ammonia. 
and vapours... |}2. HS M,S. 
3. Chlorine. 
(Severe burns of cornea and conjunctiva 
Does not increase in depth in due 


Acid solutions : 
immediate damage. 
course). 

(a) Immediate saline wash. To 
thorough (minimum 10 minutes wash). 

(b) If cornea is damaged. Atropine, ung. penicillin in 
plenty. Pad and bandage. To be shown to eye specialist. 

Alkalis: (Most dangerous. Slow action increases in 
depth. Prognosis to be guarded and reserved till end). 

(a) Saline or better still with 5 per cent ammonium 
chloride solution. Wash to the eye. Thorough and prolong- 
ed ini 10 minutes 

(b) Remove any solid particles of chemical or loose 
epithelium, Repeat wash with saline or ammonium chloride. 

(c) Albucid drops and ung. penicillin, pad and bandage. 
To be shown to eye specialist. 

Acute Are Eye.” 

1. Instillation of solution adrenaline 1: 
frequent irrigation with cold saline solution. 

2. Cold eye compresses. 

3. If there is great deal of pain—pantocaine drops 1 
per cent. 

4. Antistine-privine (Ciba) drops. 

5. Further instillation Arc eye lotion. 

Boric acid see 

Sol. Adrenaline Hydrochlor (1 in 1,000) oz. 1. 
6. Dark glasses. 


be prolorged and 


2,000 and 


APPENDIX B 


Eye Acctpents—CLassiFiep BY TRADES 
From APRIL 1950—APRIL 1951 


Leave Granted 
in days 


No. of Accidents 


Trade Reported 


Blacksmith aes 12 18 —2} H. 
Hammerman 9 134 
Mason 4 
Mechanic 
Tinker 
Painter 
Turner 
Hydraulic press 
Gas fitter ... 
Blower boy 
Carriage fitter 
Electrician 
Welder 
Carpenter 
Driller 
Sawyer bas 
Bench fitter 
Supervisor 
Engraver 
Machineman 
Reborer 

Liner 

Greaser 
Labourer 


hd 


3 
2214~—2} hours 


CASE NOTES 


ANAPHYLACTOID SYMPTOMS IN A 
BABY DUE TO SUCKING OF MILK 
FROM THE MOTHER IN 
ANAPHYLACTIC SHOCK 


B. B. MUKHERJEE, m.8., M.R.c.P., (LOND. AND EDIN.), 
AND 
K. CHATTERJEE, 
Disergarh, Burdwan, West Bengal 


A female, aged 25 developed anemia at the oth month 
of her third pregnancy. Her Hb. was 45 per cent (Hellige) 
and colour index 1-1. She was treated with iron by mouth 
and injections of liver extract and vitamin B,,. Two c.c. of 
anahemin was injected I.M. on 28-7-51, 3-8-51 and 9-8-§51 
and one c.c. of Combex parenteral was injected on 12-8-51 
and 15-8-51. She gave birth to a baby on 17-8-51 and her 
Hb. then rose to 55 per cent. 

On 7-9-51 for further improvement of her blood picture, 
1 c.c. of anahemin was injected I.M. at 3-30 p.m. Within 
5 minutes of the injection, she complained of intense itching 
all over the body and she started scratching. General flush- 
ing and urticarial rashes appeared all over the body almost 
There were cough and breathlessness and she 
complained of a choking sensation in the throat. This was 
accompanied by severe prostration. Pulse was 130 per 
minute with small volume and low tension. Respiration was 
28 per minute and an expiratory wheeze was audible even 
without the stethoscope. 

2 c.c. of adrenaline injected immediately was followed 
by some improvement. The injection was repeated within 
45 minutes. Calcium gluconate powder 1 drachm was also 
given by mouth. Anti-histaminic drugs were not readily 
available and could not be given. The condition of the 
patient improved considerably within half an hour of the 
2nd injection. Her temperature was found to have risen to 
1o1°F in the evening. Gardinal 1} grain was given at bed 
time to ensure better sleep. Next morning she was much 
better but she complained of severe weakness which passed 
off gradually in course of the next 36 hours. A blood slide 
examined during convalescence revealed an eosinophilic count 
of 14 per cent. Her eosinophil count during and before 
delivery was only 1 per cent. No past history of allergy in 
herself or in her family. 

Baby 21 days old and suckling mother’s milk as the only 
food became very irritable and fretful the same evening 
(when its mother got the reaction). It slept bacly during 
the night. Next morning its axillary temperature was found 
to have risen to 100°F. A scarlatiniform rash was noticed 
all over the body particularly on the chest and abdomen. 
An expiratory wheeze was detected on examination of chest. 
The blood eosinophil count was 4 per cent. These menifesta- 
tions gradually passed off in the course of one day. 


immediately. 


DiscUSSION 

Two aspects of the case deserve consideration : 

(1) That during an anaphylactic shock, the sub- 
stance which is responsible for development of shock is 
excreted with milk. 

(2) That a pew-born baby on taking such milk 
may develop symptoms of anaphylaxis. 


6 — 


It is now agreed by most that anaphylaxis is due 
to the combination of antigen with antibody inside cells 
which damages the cells and may lead to the release 
of histamine and other toxic substances. The pharma- 
cological effects of histamine are dramatic even in small 
doses and they may be summarized as contraction of 
most plain muscles, dilatation of capillaries and secre- 
tion of most glands, particularly the acid-secreting 
glands of the stomach. 

The authors do not know if any work has been 
done to see if histamine is excreted with the milk 
during an anaphylactic shock of the lactating mother. 
The concentration of histamine in the blood has been 
estimated pharmacologically but the results have been 
mostly disappointing, chiefly because blood is such a 
complicated fluid. The estimation of histamine in the 
urine has been the most sensitive way of detecting the 
liberation of histamine in the body. The urine 
normally contains free histamine and the inactive sub- 
stance acetyl-histamine. After intravenous injection of 
histamine or during anaphylactic attacks, the amount 
of free histamine in the urine is increased. It remains 
to be seen if free histamine is excreted with milk during 
anaphylactic reactions. 

The other point of discussion in the case is the 
occurrence of symptoms in the baby after ingestion of 
the mix. Now histamine when taken by mouth usually 
produces little pharmacological effects. The mucous 
membrane of the gut contains particularly large 
amounts of the enzyme histaminase (which destroys 
histamine) and this probably plays an important part 
in protecting the body from the effects of absorption of 
histamine. Histamine taken by mouth is also partly 
conjugated in the intestine or liver and increased 
amounts of conjugated histamine appear in the urine. 

Larger amounts of histamine, however, taken by 
mouth may produce the effects of histamine. It has 
been shown that when histamine is given by mouth 
there is a small but definite increase in the amount of 
free histamine in the urine. There is also a possibility 
that new-born babies are too much sensitive to inges- 
tion of histamine or that in new-born babies the func- 
tion cf destruction of histamine or its conjugation may 
not be so well functioning as in adults. 


SUMMARY 
(1) Symptoms of anaphylaxis occurred in a baby 
due to sucking of milk from the mother then suffering 
from an anaphylactic shock. This is obviously pos- 
sible if histamine is excreted with the mother's milk. 
(2) Symptoms occurring in the baby seem obvi- 
cusly to be due to ingestion of histamine with the milk. 
The possibility is raised if new-born babies are too 
much sensitive to ingestion of histamine or the function 
of destruction or inactivation of histamine when taken 
by mouth is not so well developed in new-born babies 
as in adults. 
REFERENCES 
Gappum, J. H.—Brit. M. J., 2: 981, 1951. 
Lonccore, W. T. anp Winkenwerper, W. L.,—Chapter on 
Anaphylaxis etc.; Nelson Medicine, Volume II. 


TOXICITY OF THIAMINE 
HYDROCHLOR 


A. K. RAYCHAUDHURY, M.B., M.sc., 
Hony. Visiting Physician, 
Lumbini Park Mental Hospital, Calcutta 


Very recently I came across a case of toxic reac- 
tions following injections of thiamine hydrochloride. 
Different foreign brands were used but with the same 
untoward effect. 

The patient, a Hindu bachelor, aged about 50, the 
youngest son of a very large family, gave the following 
history of his present illness. He had a peculiar painful 
sensation in his left arm. There were anesthetic patches and 
paresis on the lateral part of his hand. The muscles of the 
supraspinous region showed wasting. The ailment started, 
about 7-8 years back, just following a long bout of hard 
cycling on a chilly night. He was advised by his doctors to 
apply a liniment in the arm and in the shoulder, and to have 
a course of vitamin B, injections along with injection of 
polydin. He had an uneventful recovery. Unfortunately, 
after 2 years the patient had a relapse; this time, he was 
treated by some local applications and a course of thiamine 
hydrochloride (benerva) and glucoldin. He required a little 
longer treatment on this occasion; all the same, he became 
clinically allright. After another two years the patient had 
another relapse; possibly ai. these relapses were due to some 
septic focus, may be the septic gum, which was the original 
and as that was not attended, no 
the strangeness of 


source of the mischief, 
lasting benefit was obtained 
the case was noticed, when he started treatment for his second 
relapse. The first injection of vitamin B, gave him a peculiar 
toxic symptom with ultimate collapse and sinking of the 
pulse. For the next injection, he changed both his doctor 
and the brand, but unfortunately the reaction this time was 
worse and the doctor refused to give him any further vitamin 
An interesting point to be noted in this connec- 
same vial of vitamin B, 


However, 


B, injection. 
tion is that the contents of the 
administered to other patients produced no toxic reaction 

The picture that the patient exhibited during the time 
of a reaction, is as follows—His face, the bald of his head, 
his neck and all other exposed portions of his body became 
intensely suffused with blood and looked flushed. His eyes 
became red and showed a tendency to lacrimation The nose 
became stuffy the stuffiness continued even after the 
reaction passed off. The pulse rate went up, it became weak 
and quick, the B.P The patient 
appeared to be stunned and sometimes after the passing away 
of the reaction, the patient remained mum and confused for 
a few hours more, though during the reaction he seldom lost 
his consciousness and was able to give monosyllabic answers 
to any question asked. 

The patient's subjective 
collapse and sinking 


and 


appeared to sink down 


complete 
He felt very much restless within and 
had an unbearable urge for evacuation of the bowels and the 


feeling was that of 


bladder. The most important thing to note is that as soon 
as the reaction passed off, the urge for stool and urine 
disappeared automatically. During the reaction phase, the 
patient felt a peculiar distressing warmth all over his body. 
An itchiness started and it went on in a fleeting fashion in 
all the different parts of the body. The condition lingered 
for about 15 to 20 minutes even after administration of 


antistine and ephedrine hydrochloride. 


RAY CHAUDHURY 


Ports or INTEREST 


A few interesting points to be noted in connection with 
the case are— 

1. All along, the patient received 100 mgm. of vitamin 
B, 1M. and the series always ended with 10 to 15 injections 
at the utmost. 


2. On the first two occasions he had no reaction. 


3. On the third and subsequent courses, separated by 
months and years, he showed reactions of a very marked 
type, irrespective of the brand used. Further, the same drug 
never gave any toxic symptoms to control cases. 


4. The reaction was not simply like the ordinary book 
picture of vitamin B, toxicity such as tachycardia, weakness, 
tremor etc. The picture was that of complete collapse with 
signs and symptoms suggestive of nicotinic acid hypersensi- 
tivity. Contrary to what the books suggest viz., that 
continuous use of the drug is responsible for the toxic effect, 
the patient showed the reaction on the very start of the 
courses. If the reactions are to be considered as simply 
allergic why then had he not such allergic reactions during the 
first two courses of treatment, though it is to be noticed that 
the patient showed almost no reaction or very mild reaction, 
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if just before the injection, he swallowed one tablet of antis- 
tine and one of ephedrine. 

5. Even in the third or subsequent courses after two 
injections, he did not show much reaction, in the remaining 
portions of the series, but whenever a fresh course was started 
all his reactions came back in full swing. 


The observations recorded are very interesting. It is 
generally believed that vitamin B, is harmless and does not 
ordinarily give rise to any unpleasant symptoms even when 
used for a prolonged period. It has. however, been noticed 
to produce flushing of the face and an uncomfortable sensa- 
tion, some brands more than others. In some cases full 
therapeutic doses (40 to 50 mgm. daily) may give rise to 
symptoms of hyperthyroidism, viz., tachycardia, tremor and 
nervous irritability. Laws, C. L. (J.4.M.A., 117: 175, 1941) 
and Schiff L. (J.4.M.A., 117: 600, 1941) reported sensitiza- 
tion after repeated intravenous injection with symptoms 
similar to anaphylaxis with collapse. Reingold, I. M. and 
Webb, F. R. (J.A.M.A., 130: 491, 10946) recorded sudden | 
death with symptoms of collapse following intravenous injec- 
tion of 100 mgm. Large doses of any of the individual mem- 
bers of the vitamin B complex alone, specially of thiamine, 
may lead to other vitamin B deficiencies. An increase of one 
member of the complex should be accompanied by an increase 
in all other factors.—Ep., J. Indian M. A. 


Dr. Bauer’s programme will be as follows: 
Wednesday, 22nd October, 1952—Arrival in Delhi. 


Office, I. M. A. and the Delhi Medical Association. 


Halt at Bombay. 


Friday, 31st October—Departure. 


Dr. Bauer, President, A.M.A. & Secretary General, W.M.A., to visit India 


Dr. L. H. Bauer, President of the American Medical Association and Secretary General of the World 
Medical Association will be coming to India for a short period and visit Delhi: Bombay, Madras and Calcutta. 


Thursday, 23rd October, Friday, 24th October—Address members of the Working Committee, members of the 
Profession and general public, hoid Press Conference, meet Ministers etc. 


Saturday, 25th October, Sunday, 26th October—Leave for Bombay at 8-30 a.m. and reach Bombay at 12-30 P.M. 
Address members of the profession and meet Ministers etc. 
be made by the Bombay Branch and Bombay Provincial Branch, I. M. A. 

Monday, 27th October, Tussday, 28th October—Leave for Madras at 7-10 a.m. and reach Madras at 11-§ a.m. 
Halt at Madras. Address members of the profession and general public and hold Press Conference, meet Ministers etc. 
Definite bookings and arrangements to be made by the Madras Branch and South Indian Provincial Branch, I.M.A. 

Wednesday, 29th October, Thursday, 30th October—Leave for Calcutta at 8-30 a.m. and reach Calcutta at 1 p.m. 
Halt at Calcutta. Address Members of the Profession and general public and hold Press Conference, meet Ministers etc. 
Definite bookings and arrangements to be made by the Calcutta Branch and Bengal Provincial Branch, I.M.A. 


Dr. Bauer will speak in particular on the medical care plans in U.S A. and the part played by the 
American Medical Association in rendering adequate medical aid to the people. 


Definite timings % be fixed by the Central 


Definite bookings and arrangements to 
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for medical diagnostic x-ray equipment 


“la) have copies of a booklet fully describing and illustrating the 
remarkable versatility of the Newton Victor Mobile Bucky Unit—an equip- 
ment of high efficiency for the comprehensive application of fine-grid, 
high speed Bucky diaphragm techniques to all radiodiognostic purposes. 


Write for your copy to: 
ASSOCIATED ELECTRICAL INDUSTRIES (INDIA) LTD. 
Head Office: CROWN HOUSE, 6 MISSION ROW, CALCUTTA 
Branches at: BOMBAY NEWDELHI MADRAS BANGALORE NAGPUR COMBATORS 


When replying, please mention the Journal of the Indian Medical Association 
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B COMPLEX LIVER 
EXTRACT SQUIBB 


Crode liver extract fortified with the critical 
B complex factors 


“ Crude liver extract....is an especially good 
source of the B complex vitamins, and the 
more crude the product, the more effective it 
is in relieving deficiencies of these vitamins.” 
(Spies @ Buff in Duncon Diseases of Metabolism 1947 p. 502) 
B Complex Liver Extract Squibb is crude 
liver extract—as crude as can be produced 
for safe parenteral administration. 


Fortified for enhanced therapeutic effect 
Each 1 cc. of B Complex Liver Extract 
Squibb is fortified with ; 


Thiamine hydrochloride 
Riboflavin 
Niacinamide 

1 ce. ampules, boxes of 5 


SQUIBB Manufacturing Chemists to the Medical Profession Since 1858 


SARABHAI CHEMICALS E. R. SQUIBB & SONS 
BARODA. NEW YORK. 


When replying, please mention the Journal of the Indian Medical Association 
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PREMATURE BIRTH 
AND RETROLENTAL FIBROPLASIA 


For some years past attention has been drawn to a 
peculiar condition affecting the eyes of infants born 
prematurely before full-time pregnancy. The close 
relation between this abnormal eye condition and pre- 
maturity was first pointed out in 1942 by Terry’ who 
referred to this condition as “‘ fibroblastic overgrowth 
of persistent tunica vasculosa lentis,’’ and later on as 
retrolental fibroplasia.’’ Dunham? has remarked 
that, for several years previous to Terry's reports, 
sporadic reports had been recorded about cases with 
similar pathology in full-term infants, children and even 
in adults. Numerous cases have been reported, and 
several studies undertaken, in recent years, specially in 
U.S.A., about this peculiar eye condition of retrolental 
fibroplasia of prematurity. 


The disease usually makes its appearance between 
three to six months of neonatal life of a premature 
infant, the mother perhaps notices some abnormality 
about the eyes—white spots in the eyes, or the infant 
fails to recognise its mother or follow objects moved 
before its eyes. On further examination, there may be 
nystagmus, microphthalmus, photophobia, strabismus, 
impaired vision and foetal blue colour of the iris. 
Ophthalmoscopic examination often shows a shallow 
anterior chamber, a greyish white opaque membrane 
behind the lens with thin ciliary processes in front of 
the opaque membrane. There may also be found a 
persistent hyaloid artery, retinal hemorrhages with 
separation of the retina. The condition is usually 
bilateral. Owens and Owens* undertook a systematic 
ophthalmoscopic study of 111 premature infants none 
of whom showed retrolental fibroplasia at birth. They 
have described the stages of development of retrolental 
fibroplasia; starting with slight gradual dilatation of the 
retinal vessels, the veins more than the arteries; later 
these, specially the arterics, become tortuous. These 
are followed by small peripheral greyish white eleva- 
tions of the retina, with slicht basal pigmentation and 
tortuous retinal vessels coursing over them. The disc 
margins become blurred with generalised retinal 
cedema. Many more such greyish areas quickly develop 
scattered over the fundus and a grey membrane pro- 
ceeds centrally in folds from the periphery of the 
retrolental space. Numerous vessels are seen over this 
membrane which seems to be the anterior portion of 
the swollen retina, from the detached portions of which 
bands of tissue extend into the vitreous. By gradual 


1 Am, J]. Ophth., 25: 203, 1942. 
2 Bull. World Health Organ., 4: 605, 1951. 
3 Am. J. Ophth., 32: 1, 1949. - 
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extension and fusion of these peripheral folds of the 
retina, a complete retrolental membrane is ultimately 
formed, with broad ciliary processes extending on to it 
at its periphery and numerous vessels, appearing to 
radiate from the centre, on the surface of the mem- 
brane. There are occasional small haemorrhages from 
these vessels. The anterior chamber becomes shallow, 
with formation of posterior synechia and a greyish 
atrophic appearance of the iris. In their series the first 
abnormality was detected at 80 days of life, a complete 
membrane developed in one case in 105 days, and in 
no case did a membrane develop after 54 months. 


Kinsey and Zacharias‘ made a retrospective study 
of infants weighing under 4 pounds or less at birth in 
two different cities with 22 per cent and 7 per cent 
incidence of retrolental fibroplasia; and the incidence 
was still higher (26 per cent and 23 per cent) amongst 
the group with lesser birthweight of 3 pounds or less. 
Paul* found an incidence of 4-4 per cent in a series of 
223 infants weighing less than 2,500 gm. Crosse* found 
an incidence of 0-8 per cent in infants under 4 pounds 
and 4:2 per cent amongst those under 3 pounds in a 
follow-up study of 4,000 premature births at Birming- 
ham. Owens and Owens’ found that retrolental 
fibroplasia occurs in about 15 per cent of the infants 
with birthweights of 3 pounds or less. Laupus, Bous- 
quet and McLean* found an incidence of 14 per cent 
of retrolental fibroplasia before six months of age 
amongst 57 infants weighing less than 1,650 gm. (about 
34 pounds) at birth. Gilger* found 3 per cent incidence 
of retrolental fibroplasia among 229 infants weighing 
5 pounds or less at birth with an incidence of 7-3 per 
cent in 96 infants weighing less than 4 pounds. Exline 
and Harrington’® found no case of retrolental fibro- 
plasia on examining, after seven months, a series of 80 
infants, (83 per cent negro people) weighing less than 
1,500 gm. at birth. Reese'' estimated that one-third 
of all cases of blindness in pre-school children were due 
to retrolental fibroplasia and Kerby"? found it respon- 
sible for 1-5 per cent of the cases of blindness in school 
children, based on records of 3,905 eye-examinations. 
Moffat"* reports an incidence of 12 cases of retrolental 
fibroplasia in a follow-up study of 11g children in 
institutions for the blind; all the 12 cases weighed less 
than 3 pounds 8 ounces at birth. Hipsley'* reports an 
incidence of 5 cases in a study of 97 surviving infants 
with birth-weights of 3 pounds or less. Brown and 
Corner'® report 16 cases in 6 years among 434 surviving 
babies weighing 4 pounds 6 ounces or less at birth. 


4 J. A. M. A., 139: 572, 1949. 

5 Arch. Ophth., 41: 659. 1949. 

® Proc. Roy. Soc. Med., 43: 232, 1950. 
7 Am. J. Pub. Health, 4: 405, 1950. 
8 Am. J]. Dis. Child., 81: 617, 1951. 

% Am. J. Ophth., 32: 917, 1949. 

10 J. Pediat., 38: 1, 1951. 4% Arch. Ophth., 41: 527, 1949. 
12 Sight-Saving Rev., 20: 67, 1950. 

13 Proc. Roy. Soc. Med., 43: 223, 1950. 
14M. J. Australia, 1: 475, 1952. 

15 Brit. J. Ophth., 36: 281, 1952. 
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Reese'' examined 3 eyes and found fibrous tissue, 
rich in vascular channels, around the base of the 
vitreous; mostly due to hemorrhage and organisation 
with subsequent contraction causing detachment of the 
retina. Klien'* examined 3 eyes and found remnants 
of the primary vitreous containing angiomatcus blood 
vessels, with retinal detachment in one eye. Heath’ 
examined ocular tissues removed at autopsy and con- 
cludes that the retrolental fibroplasia occurring in 
premature infants is a secondary manifestation of 
primary retinal disease which is an cedematous, 
hemorrhagic and proliferative process with accumula- 
tion of vascular tissue in the retina. Baar'* has 
reported detailed histological findings similar to the 
above, but with no synechia nor any inflammatory 
changes in the iris. Wolff'* *°*" stresses that the 
retrolental membrane is inflammatory. He believes 
that a ‘‘ noxious stimulus ’’ reaches the embryo very 
early, probably in the first few months of intra-uterine 
life; its effect on the eye is primarily on the retina, 
which remains non-attached in part or as a whole. 
Bembridge and Jackson** described nine cases studied 
pathologically, and their findings conform with those of 
Wolff. Rubinstein** studied three enucleated eyes with 
histological findings similar to the other observers. 


Retrolental fibroplasia has to be differentiated from 
retinoblastoma (glioma of the retina), pseudoglioma, 
congenital cataract, persistent hyaloid vessels, persis- 
tent hyperplasia of the primary vitreous, congenital 
toxoplasmosis and dysplasia of the retina (Krause**). 
The association with prematurity, absence of ocular 
findings at birth, gradual onset after about three months 
and formation of the membrane by about six months, 
the negative tests for toxoplasmosis and affection of 
both eyes, usually serve to settle the diagnosis. In this 
connection, Bembridge ef al** have drawn attention 
to certain differences in ophthalmoscopic appearances 
between the infantile and the sdult eye. ‘‘ The infan- 
tile optic disc is always extra-ordinarily pale and the 
central fundus often has a patchy distribution of pig- 
ment. The retinal periphery constantly has a peculiar 
cedematous-lcoking greyness, gradually merging into 
the pinkness of the posterior fundus.’’ These appear- 
ances are seen in both full term and premature babies, 
and disappear in a few weeks after birth. 

The etiology of retrolental fibroplasia still remains 
obscure. No common causative factor has been found 
which can account for all, or even the majority, of 
these cases. Numerous prenatal causes affecting the 
mother have been thought to contribute to the disease, 
such as intrauterine bleeding, maternal age and parity, 
multiple pregnancies (twins etc.), race, sex of the 


Arch. Ophth., 41: 553, 1949. '* Ibid, 44: 245, 1950. 
Proc. Roy. Soc. Med., 43: 233, 1950. '* Ibid, 43: 227, 1950. 
Am, J. Ophth., 33: 1768, 1950. 

Brit. M. J., 1: 924, 1052. 7% Ibid, 2: 
Brit. J. Ophth., 36: 303, 1952. 

Arch, Ophth., 36: 387, 1946. 

Brit. M. J., 1: 675, 1952. 


1484, 1951. 


EDITORIALS 


VOL. XXII NO. 1 
OCTOBER, 1952 


infant, Rh facter, chronic illness of the mother, mater- 
nal virus infection (rubella) during pregnancy, toxo- 
plasmosis and vitamin A deficiency of the mother. On 
the other hand, a large number of other factors 
operating postnatally have also been incriminated. Of 
these, mention should be made of deprivation of 
maternal hormonés because of premature birth, pre- 
cocious functioning of systems such as respiratory, 
digestive, cardiovascular and heat regulatory; precoci- 
ous exposure to light; inability to assimilate vitamins, 
birth-trauma, physiclogical anemia of prematurity and 
intra-ocular inflammation. Reese'', Klien'*, Speert et 
al**, Kinsey and Zacharias‘, Gregg*’ and several others 
have shown evidences suggesting various prenatal 
factors as being responsible for the causation of retro- 
lental fibroplasia of prematurity. Hepner and his co- 
workers** found that certain manifestations of the 
disease were congenital in origin, while others had a 
postnatal origin. They found no influence of routine 
sulfonamides or of a change in iron-dosage on the 
incidence of retrolental fibroplasia. They also found 
that the use of a multiple vitamin preparation contain- 
ing a synthetic emulsifying agent appeared to raise the 
incidence of the disease. Gilger® found no correlation 
between the incidence of the disease and maternal age, 
parity, frequency cf uterine bleeding, virus infections, 
chronic illnesses during pregnancy, race or cause of 
premature labour, Terry’* regarded precocious exposure 
to light as the most important factor. Owens and 
Owens*: consider postnatal influences, specially 
How- 
ever, Bembride et al**, Reese and Blodi*' and Kinsey 
and Chisholm*? could net substantiate the charges 
against vitamin E deficiency. Withdrawing of vitamin 
A and iren (which inhibit the <vailability of vitamin E) 
and giving of vitamins PD and C in water-miscible form 
had also no effect on the incidence. Kinsey and 
Zacharias* found a striking rise in the incidence of the 
disease according to the increase in the number of days 
the premature baby was kept in oxygen. Campbell** 
in Australia also found evidences suggestive of oxygen 
toxicity, with a significantly higher number of cases in 
a hospital where oxygen was more freely used than in 
another. According to Szewezyk** the whole picture 
can be explained by anoxia. He suggests that a rela- 
tive anoxia is possibly produced after acclimatising the 
infant to high oxygen tensions. This hypothesis of an 
ischemic mechanism is ccrroborated by the findings of 
Rubinstein” and also supported by Crosse**’. Reese 


deficiency of vitamin E as responsible factors. 


a4 Am. J. Ophth., 34: 1649, 1951. 

38 Ulster M. J., 21: 32, 1952. 

26 Am. J. Obstet. & Gynec., 59: 246, 1950 

27 Tr. Ophth, Soc. Australia., 3: 35, 1941. 

28 Pediatrics, 5: 771, 1950. 

29 J. Pediat, 29: 770, 1946. 

20 Am. J. Ophth., 32: 1631, 1949. *%! Ibid, 34: 1, 1951. 
32 [bid, 34: 1259, 1951. °° M. J. Australia, 2: 48, 1951. 
34 Am, J]. Ophth., 34: 1649, 1951. 

35 Ulster M. J., 21: 32, 1952. 
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and Blodi*' have suggested deficiency of adrenocortical 
hormone as a possible cause. Further studies only will 
determine the causative factors. At any rate, the 
increased incidence of retrolental fibroplasia cannot be 
completely explained by the recent improvement in 
survival rate among infants of low birth-weight. 


It is easily appreciated that while the etiology of 
retrolental fibroplasia is still obscure and the pathology 
not clearly understood, attempts at prevention and 
therapy can only lead to partial success. Variations in 
administration of vitamin A, covering the infants’ eyes 
with cotton pads (Hepner et a/**) and administration of 
vitamin E have all been tried and failed to prevent the 
incidence of retrolental fibroplasia. Treatment of the 
advanced stage of this disease has been attempted 
surgically, with diathermy, by roentgen irradiation and 
also with drugs—in an attempt to prevent complications 
like glaucoma and posterior synechia. Szewcezyk** has 
suggested that infants who show early signs of retrolen- 
tal fibroplasia might be cured by returning them to a 
high concentration of oxygen. Reese and _ Blodi*! 
treated a series of fourteen early cases with ACTH by 
using a dosage between 20 to 25 mgm. daily for 14 
days. Later, Blodi et al*’-reported the results of treat- 
ment of 19 infants with ACTH for periods of 9 to 25 
days. ACTH has been used for this condition sub- 
sequently by many other workers like Scheie ef al**, 
McLean et al** and several others. It is believed that 


ACTH, through its production of cortisone, inhibits the 
pathological changes in early retrolental fibroplasia, 1.e., 


it decreases the subretinal cedema by decreasing 
capillary permeability, and it inhibits new vessel forma- 
tion on retina and in vitreous. Recently, Bembridge 
et and Brown and Corner'® have reported satis- 
factory results with ACTH in early cases. They also 
opine against excision of the eye as it is found that the 
child often retains some remnant vision to avoid 
obstacles in spite of gross intraocular damage. 
The disease has to be tackled by a concerted co- 
operation between the obstetrician, the pediatrician 
and the ophthalmologist. The obstetrician should make 
every effort to prolong the pregnancy until the foetus 
has attained a weight of more than 4} pounds (34-35 
weeks of gestation), of course, taking into account the 
welfare of the mother. The pediatrician should exer- 
cise great care and strict supervision (for the first six 
months) in the rearing of a premature baby. Oxygen 
should be given only when necessary to maintain a 
good colour and the concentration of oxygen should be 
maintained at the lowest possible percentage. The 
ophthalmologist should examine the fundi of all infants 
weighing 4} pounds or less, and follow up by subse- 
quent weekly examinations. Reports from workers in 
India are eagerly awaited. 
Pediatrics, 3 1949 

? Paper read at Am. Pediat. Soc., 
Arch. Ophth., 45: 301, 1951. 
Tr, Am, Acad, Ophth., 55: 565, 1951. 
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OUR NEW YEAR 


The twentyfirst year of the present series of our 
Journal was completed in September 1952. With the 
present issue it enters upon a New Year, the twenty- 
second year of its life. 

On an occasion like this, it is customary to review 
the past and present a programme for the future. We 
do not want to resolve on a big programme assuring a 
glorious future. Our Journal, since its inception has 
been marching ahead. In the present year, we can 
only assure that our efforts tc maintain the standard 
already acquired, will never s!.cken. 


We are grateful to our Advisory Committees both 
local and central for their constant guidance in con- 
ducting the Journal. We must mention with 
thanks the valuable services, received from our learned 
Referees in the scrutiny and selection of articles and 
lastly we must express our gratefulness to our numer- 
ous contributors for the co-operation they extended by 
contributing articles fer our Journal. It should be 
acknowledged that a major share of the reputation of 
our Journal is due to them. We earnestly seek their 
co-operation in the present year also. 


also 


While writing on a similar occasion last year, we 
announced our intention to convert our Journal into a 
fortnightly publication. But our plan was thwarted due 
to some unfavourable factors beyond our control. One 
of them was the very irregular and undependable 
supply of paper for printing. The paper position has 
further deteriorated and we do not see any chance of 
improvement in the near future. The idea however 
has not been abandoned. As soon as better conditions 
are ushered in, we shall look into this question over 
again and try to implement our wishes of last year. 

We also announced last year, the publication of a 
lay health journal from January 1952. In this respect 
we have become successful and YOUR HEALTH is 
being published as a monthly journal from January 
1952. We are happy to find that this journal is 
becoming more and more popular amongst the general 
public fer whom it is meant. 

Before we conclude we crave the indulgence of our 
readers and well-wishers for any shortcomings which 
might have crept in during the year under review. We 
solicit the valued co-operation of all members of the 
™.M.A. and the readers of our Journal far and near 
for unqualified guidance and support without which we 
confess it would be difficult to steer the wheel of pro- 
gress of our Journal. 

Wishing very well of all of our friends let us pray 
that the year we are marching into will be more useful 
and we shall be able to render a further good account 
of ourselves, 


| 
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CURRENT MEDICAL LITERATURE 


Fartatirizs in Insutin Tuerapy or Psycuosis 


SCHEFLEN AND OTHER (Arch. Neurol. and Psychist, 63: 
32, 1952) presented eight fatal cases of insulin therapy is 
psychiatric practice and discussed factors which may con- 
tribute to the fatal outcome. 

The following considerations may be of value in anti- 
cipating adverse reactions: (1) a history of such atypical 
responsivity to medication as aspiratory collapse or syncope; 
(2) factors adversely affecting the physiological systems 
regulating insulin-glucose relationships, such as malnutrition, 
avitaminosis, use of certain drugs, autonomic imbalance, and 
excessive fear of treatment; (3) undue resistiveness to insulin 
as manifested by high dose requirements or the occurrence 
of relatively few comas. This may be accompained by over- 
activity of the sympathetic nervous system, excessive fear of 
treatment, and a tendency to sudden cardiorespiratory com- 
plications; (4) undue sensitivity to insulin as manifested by 
(a) low or rapidly decreasing dose requirements; (b) unusually 
deep coma; (4 difficulty in termination of coma; (d) a 
tendency to “‘ after-shock,’’ and (e) 
of low vital signs. 

Purpura AND COMPLICATING ARSENOTHERAPY 

Nevson (Brit. M. J., 1: 300, 1952) reports four cases of 
blood dyscrasia resulting from the toxic effects of organic 
arsenicals. 

One case of toxic thrombocytopenic purpura recovered 
spontaneously. 

The three other cases showed a pancytopenia with marrow 
aplasia and ended fatally. 

The administration of dimercaprol (B.A.L.) to two of the 
cases had no apparent effect on the severe toxic manifesta- 
tions. 


probably, the presence 


Ruevumator ARTHRITIS 


Wieser anp oTuers (Am, J. Med Sc., 222: 243, 1952) 
write that inactivation of cestrogenic hormones by the liver 
is inhibited by the addition of para-aminobenzoic acid. There 
is a great similarity in structure of cortisone and the 
estrogens. The major portion of parenterally administered 
cortisone is inactivated in the body. These facts made it 
plausible to attempt to inhibit the destruction of cortisone 
by the simultaneous administration of para-aminobenzoic 
acid. The results obtained in the first 15 cases treated by 
this method are described. Each patient was used as his 
own control. All had moderately severe or severe rheumatoid 
arthritis which had previously proved refractory to other 
forms of treatment. 

The two methods used for study were: 

1. Patients were started on full-dosage schedule ot 
cortisone acetate until maximum relief of the symptoms of 
arthritis was obtained. This was usually for a period of 
1 week, The daily intramuscular dose of cortisone was then 
reduced arbitrarily to 25 mgm. On this dose all of the 
patients developed prompt relapse with severe subjective and 
objective symptoms and signs within a short time. When 
this relapse was established, the sodium salt of para- 
aminobenzoic acid was given orally in doses of 1-5 gm. every 
2 hours during the waking period for a total of 8 doses of 
12 gm. per day, in addition to the single daily intramuscular 


injection of 25 mgm. of cortisone acetate. When relief of 
arthritic manifestations was again established and maintained 
for variable periods of time control periods were introduced 
by the substitution of a placebo for the cortisone. 

2. Other patients were started immediately on a single 
daily intramuscular dose of 25 mgm. of cortisone acetate, 
and 12 gm. of sodium para-aminobenzoate were given orally 
in 8 divided doses of 1-5 gm. at 2-hour intervals during the 
waking period. When relief of arthritis was well established, 
control periods were introduced by replacing the cortisone 
acetate with placebo injections. 

The first method was used in 9 patients, the second in 
6 patients. The results, obtained were compatable with 
those obtained by the administration of much larger doses 
of cortisone alone, with the additional advantage of a reduc- 
tion in reactions. The additive or synergistic action f 
these two compounds and the success obtained in 15 cases 
warrant further and more extensive use of this method in 
rheumatoid arthritis. 


NITROGEN Mustarp 1x HopckKin’s Disease 


GELLHORN AND Cottins (Ann. Int. Med., 35: 1250, 1951) 
in giving a critical evaluation of treatment of Hodgkin's 
disease with nitrogen mustard write: 

The course of the disease has been compared in two 
groups of patients: 67 cases who received radiation and 
nitrogen mustard in alternating therapeutic courses as in- 
dicated, and 65 cases who received radiotherapy alone. The 
available evidence shows that the four-yeur survival rate 
from the onset of symptoms, from the time of biopsy 
diagnosis, or from the time of evident generalized disease is 
not significantly different in the two groups of patients. It 
is concluded, therefore, that the addition of nitrogen mustard 
to the therapeutic regimen of radiation does not modify the 
duration of life expectancy of the disease. 

Evidence has also becn accumulated which demenstrates 
that the amount of time necessary for radiation treatments 
is reduced by one-half in the patients receiving radiation and 
nitrogen mustard when compared to the radiation treatment- 
days of patients receiving radiotherapy alone. This suggests 
that the amount of radiation required is less, the asympto- 
matic period greater and the economic burden lighter for the 
patients on the former therapeutic regimen than on the 
latter. 

The incidence of serious toxicity in the 144 courses of 
nitrogen mustard given to the 67 patients was 7 per cent. 
One death occurred in a patient due to a miliary dissemina- 
tion of pulmonary tuberculosis following the administration 
of nitrogen mustard. 

Immediate subjective and objective improvement follow- 
ed 78 per cent of the courses of nitrogen mustard. 

It is concluded that nitrogen mustard is a useful adjunct 
to radiotherapy in the management of Hodgkin's disease in 
that it reduces the requirements for radiation; however; life 
is not prolonged by the addition of chemotherapy to the 
conventional therapeutic regimen for Hodgkin's disease. 

MANAGEMENT oF LUNG ABSCESS WITH ANTIBIOTICS 

Drake anp Sons (Ann. Int. Med., 35: 1218, 1951) from 
the analysis of forty-five proved cases of lung abscess 
observed as in-patients during the past 10 years observe: 

Three conditions considered necessary for the formation 
of a lung abscess are infection, bronchial obstruction with 
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resulting atelectasis, and impairment of the arterial circulation 
to the segment involved. 

Predisposing clinical states may be divided into four 
groups: Those conditions resulting in loss of protective 
pulmonary reflexes and thus favoring aspiration; local situa- 
tions in the mouth or upper respiratory tract favoring 
infections; acute pulmonary pathology, and certain mis- 
cellaneous conditions including diabetes, alcoholism and some 
forms of heart disease. 


Two presenting complaints which have heretofore received 
insufficient emphasis, namely, hemoptysis and localized chest 
pain, are emphasized and the variability of the physical signs 
is cited, while the place of roentgen-ray and the bronchoscope 
as diagonostic tools is discussed. 

It is believed that the importance of dividing cases into 
a putrid and a nonputrid group, according to the organisms 
isolated and the clinical character of the sputum, has been 
overemphasized, since the quality of the sputum is merely 
a reflection of the degree of obstruction to drainage existing 
at the moment. It is important to rule out the presence of 
tubercle bacilli, especially in upper lobe cavities, which 
formed 65 per cent of our group. 

The cardinal printiple in therapy should be establish- 
ment of drainage, and where this is not accomplished all 
other therapeutic efforts will be doomed to failure. Peni- 
cillin in large doses should be employed in all cases, but 
the chief usefulness of this antibiotic will be aborting cavity 
formation during the ‘‘pre-abscess’’ stage. For this very 
reason, the true value of penicillin may be difficult to prove 
statistically but may rather be shown by the decreasing 
incidence of lung abscess as a complication in respiratory 
disease treated with antibiotics. Surgery should not be with- 
held if frequent progress films fail to reveal consistent diminu- 
tion of cavity size in addition to clinical improvement. After 
six weeks, complications inciuding fibrosis and bronchiectasis 
will make serious inroads on the functional efficiency of the 
involved lung segment, and it seems logical to assume that 
lobectomy will enjoy increasing popularity. In those cases 
in which surgery is delayed, the increase in mortality and 
morbidity will be significant. 


TERRAMYCIN IN PNEUMONIA 


Jackson anp Otners (Ann. Int. Med. 35: 1175, 1952) 
give in the following the summary of the observations on 
the treatment of 91 cases of pneumonia. 


Clinical and bacteriologic findings in g1 patients with 
pneumonia who were treated with terramycin have been 
presented. The bacteriologic results and the immediate 
clinical effects indicated that terramycin was highly effective 
against pneumococcal pneumonia. In most of the other 
pneumonias in which a bacterial etiology was proved or 
suspected, and in the four cases of primary atypical pneu- 
monia, the immediate effects of terramycin therapy were also 
favorable. 

Replacement of the flora of the sputum by staphylococci, 
slow clearing of the lungs, and recurrence or persistence of 
leukocytosis indicated that the beneficial effects of terramycin 
were, in part, vitiated in many of these patients by super- 
infections with the staphylococcus. 

Gastrointestinal symptoms from terramycin were frequent 
and in many patients were quite severe. In many of the 
patients with terramycin-induced diarrha@a, the facal flora 
was replaced by pathogenic staphylococci. These staphylo- 


CURRENT MEDICAL LITERATURE 


33 


VOL. XXII NO. I 
OCTOBER, 


1952 


coccal infections of the intestinal tract added considerably 
to the morbidity of many of the patients who recovered. 


Seven of the patients died. In five of these seven 
patients, the toxic effects or terramycin on the gastrointestinal 
tract may have contributed in large measure to the fatal 
outcome. In addition, staphylococci played an important 
pathogenic role in the lungs of four of these patients. 


ANTAGONISM OF PENICILLIN AND AUREOMYCIN 


Lepper anp Downe (Arch. Int. Med., 88: 489, 1951, 
J. A. M. A., 147: 1713, 1952) write that among 43 patients 
with pneumococcic meningitis treated with massive parenteral 
doses of penicillin, 13 (30 per cent) died. Among 14 similar 
patients treated with aureomycin in addition to the same 
dose of penicillin, 11 (79 per cent) died. To assure random 
sampling, alternate patients were selected for treatment with 
penicillin alone and for treatment with penicillin and 
aureomycin combined. There was no essential difference 
between the two groups with respect to age, the number of 
organisms in the spinal fluid, mental status, portal of entry, 
pneumococcic complications, the presence of other diseases, 
or the day on which therapy was started. It is concluded 
that the poor results with the penicillin-aureomycin combina- 
tion were not due to the chance inclusion of more severely 
ill patients in this group, nor did toxicity to aureomycin 
seem to account for the results. Rather, the evidence indi- 
cates that penicillin and aureomycin are mutually antagonistic 
when employed together fi the treatment of pneumococcic 
meningitis. It appears unwise to use combinations of peni- 
cillin and aureomycin, terramycin, or chloramphenicol in 
treatment of patients with pneumococcic meningitis, or in 
treatment of any patients, even those with milder infections, 
in which antagonism has been shown im vitro. Consistently 
good results have been obtained in the treatment of 
pneumococcic meningitis with doses of 1,000,000 units of 
penicillin at two-hour intervals without use of the intrathecal 
route. Since good results have been obtained by the use 
of aureomycin therapy alone in pneumococcic meningitis, 
further studies should be made on the efficacy of aureomycin, 
terramycin, and chloramphenicol, without adjuvant penicillin. 


CURRENT TOPIC 


NAPT THIRD COMMONWEALTH HEALTH AND 
TUBERCULOSIS CONFERENCE 


The third Commonwealth Health and Tuberculosis 
Conference organised by the National Association for the Pre- 
vention of Tuberculosis was held at the Central Hall, 
Westminster, from July 8th to July 11th inclusive. Over 
800 representatives from 51 countries were present: doctors, 
hospital administrators, public health officials, nurses, social 
workers and private individuals. 

The Duchess of Kent, President of the NAPT attended 
the Conference on the first afternoon. In her speech she 
referred to the progress which had been made in the past few 
years, and mentioned two problems which, if they could be 
solved, would do much to assist the control of the disease wn 
Great Britain: the grave shortage of houses, and the lack of 
nurses trained in tuberculosis work 


The world-wide nature of the problem was emphasised in 
the first session: TusercuLosis—A Proptem ror ALL 
Psoptes. The Duchess of Portland, Chairman, said that 
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tuberculosis was one of the most vital subjects in preventive 
medicine: in Great Britain more than 25,000 people died of 
the disease every year and in India about half a million. !t 
was a problem of civilisation, but what civilisation had 
caused, civilisation could remedy. 


The session was opened by Commander T. D. Galbraith, 
Joint Parliamentary Under Secretary of State for Scotland, 
and its keynote was the importance of prevention. As Dr. 
Brink, from Canada, said: ‘‘if there is no tuberculous 
infection, there can be no disease,’’ and this theme was 
emphasised by speakers from many different countries: by 
Dr. Benjamin from India; Sir Andrew Davidson, Chief Medical 
Officer of the Department of Health for Scotland, who 
stressed the importance of the education of the public in 
prevention; Dr. J. B. McDougall, of the World Health 
Organisation, who advocated an all-out attack on the “‘ black 
spots "’ in every region; Dr. Aziz ot Pakistan and Dr. Retief 
of South Africa, who described the Witwatersrand Native 
Labour Association's arrangements for x-raying new entrants 
to the industry to the number of 300,000 a year at a rate, 
when required, of 800 an hour. A most interesting paper 
was read by Professor Neubauer, of Jugoslavia, who said that 
before 1940 not much had been done in his country. There 
were then only 40 dispensaries and 2,580 hospital and sana- 
torium beds, while in 1951 there were 197 dispensaries—all 
with x-ray machines and 13,000 beds. Between 1948 and 
1950 a B.C.G. campaign had been carried out with interna- 
tional help, and B.C.G. vaccination was now compulsory for 
all persons up to 25 years of age. It was interesting to hear 
that mass x-ray examinations are very popular with the 
Jugoslavs, and attendance ix very high—up to 99-4 per cent! 


Miss Elizabeth Cockayne, Chief Nursing Officer, Ministry 
of Health, dealing with the shortage of nurses in Great 
Britain—a shortage which is paralleled all over the world— 
said that although there had been an increase since 1948 in 
the number of tuberculosis nurses and staffed beds, there 
were still 2,300 unstaffed beds needing 2,600 nurses. It was 
therefore of the greatest urgency that every effort should be 
made to prevent the spread of the disease both amongst the 
public and amongst nurses themselves. Miss Cockayne spoke 
of the wonderful work which is being done for tuberculous 
patients, and made a plea to nurses to recognise the interest 
and importance of this type of nursing and to sanatoria to 
provide a really good standard of training and experience for 
their nurses. This last point was stressed very emphatically 
on another occasion by a health visitor who appealed to 
doctors to explain difficulties and discuss treatment with their 
nurses. Nurses did not mind extra work if they could share 
in the new developments in the tuberculosis field. 


Dr. Newing of Australia gave figures with regard to 
tuberculosis in his country and said that Australia presents 
the most favourable opportunity in the world for the eradica- 
tion of tuberculosis. Further details of the control of the 
disease in Australia were given in a later session by Dr. G. H. 
Moore, Chief Medical Officer, Australia House—a particularly 
interesting point being the allowances for tuberculosis 
sufferers, which were more generous than those in any other 
country. \,eaking from the floor, Mr. Donald Barlow told of 
his recent visit to Ceylon at the invitation of the Govern- 
ment ‘*o investigate the tuberculosis problem there, which 
was a serious one. The Government had agreed to the 
following measures: a basic living wage, children’s allowances, 
an active housing programme, an 18-months’ subsidy for all 
tuberculous patients, and the notification of tuberculous 
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cases. He was sure that Ceylon was going to take its place 
as one of the leaders in coping with the disease. 

The second session dealt with DomiciLiaRy MANAGEMENT 
or THE Open Respiratory Case AND OF THE MintmaL Lesion 
and with Procepure at Cuest Cirnics anp WITH 
THE Famity Doctor. It was felt that home treatment was 
only a second choice to hospital treatment—Dr. William 
Brooks, of St. Mary's and Brompton Hospitals, said that 
to leave children and adolescents living at home with an 
infectious case was to invite disaster—but that there was 
much that could be done at home for patients who, in view 
of the bed shortage, were awaiting admission, or for ex- 
patients who were still infectious. Dr. Radcliffe, a general 
practitioner from Wivenhoe, spoke of the vastly improved 
co-operation between chest physician and family docter, and 
said that he had been able to give modern treatment to 
patients waiting for beds, who in some cases improved so 
much that admission was no longer necessary. Dr. W. H. 
Tattersa.1, Consultant for the Bournemouth area, speaking of 
the large number of ex-patients who were still infectious, said 
that once they had been educated in the tuberculous way ot 
life they could resume suitable work without danger to others, 
and benefit both themselves and the community. Dr. 
Tattersall gave some interesting results of case-finding in the 
area. ‘‘ Case-finding,’’ he said, ‘' is the horse that pulls the 
cart of the whole tuberculosis control programme,’’ and the 
most fruitful fields were general practitioners’ patients with 
any kind of respiratory symptoms, contacts of all diagnosed 
cases and contacts of tuberculin positive children. A most 
excellent paper on the part the family doctor could play was 
given by Dr. E. M. Dimock, a general practitioner from 
Broxbourne. It was a most important part, because tuber- 
culosis was so much a human and a family problem, and 
the family doctor who was a privileged friend had the oppor- 
tunity of training his patients in a responsible attitude to 
both health and disease. Dr. Dimock said that an early 
diagnosis transcended everything else the family doctor could 
do for the tuberculous patient (a point again emphasised by 
Dr. Marc Daniels in the discussion or. the new drug, isoniazid). 
He stressed the importance of personal consultations with 
chest physicians at which the patient should be present— 
and of courses for practitioners on new developments in 
tuberculosis. He welcomed the policy now adopted by some 
Medical Schools of sending senior students to family practices’ 
for a short time as observers. Dr. J. L. Livingstone, 
Brompton and King’s College Hospitals, in his summing-up 
confirmed the importance of early diagnosis, and said that the 
undiagnosed case could be more dangerous to others than 
the known open case. He suggested a place of residence in 
each town for the feckless '’ cases. The good general 
practitioner was, he said, the backbone of the profession, and 
in tuberculous cases a knowledge of the psychology and 
background of the patient was of the greatest importance. 

On Wednesday, July goth, the morning session was 
concerned with Prevention aNp Care Work By Loca 
HeattH and with Protective VACCINATION. 
The session was opened by Mr. Iain Macleod, Minister of 
Health, who gave some figures showing the striking progress 
made in the campaign against tuberculosis in recent years. 
In 1951 the number of deaths from the disease was the lowest 
on record—275 per million against 1,100 in the first decade of 
the century—and the rate of progress was getting faster. In 
the last three years the reduction in tuberculosis mortality 
was as much as one third. Over 6,000 more beds had been 
made available for tuberculosis treatment since the National 
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Health Service began, and the number of patients waiting 
for beds had been reduced from 11,000 in 1949 to about 
7,000. But these figures gave no ground for complacency, 
for there was now on the horizon a possibility of success 
which would only have seemed a dream to the founders of 
the NAPT. Referring to B.C.G. vaccination, Mr. Macleod 
said, “‘It is not yet felt that the time has come to make 
the vaccine available for general or indiscriminate use among 
the population at large. This though it may be 
thought unduly restrictive by some, is based on responsible 
expert judgment, and is not due to limitations of supply of 
the vaccine or to financial economy. Neither is it necessarily 
a fixed policy. My Ministry will take careful account of 
whatever expert advice may be forthcoming in the light of 
continuing study and research."’ 


Dr. J. A. Scott, Medical Officer of Health, 
Country Council, gave an interesting account of the position 
of London in the field of tuberculosis. The risk of infection 
was considerable owing to crowded transport, crowded public 
places, and bad housing conditions, but diagnosis by mass 
x-ray was good, the findings being lower than for the country 
as a whole, and the tuberculosis services were well organised. 
Dr. Scott gave it as his opinion that mass radiography should 
be in the hands of local authorities, and not regional hospital 
boards, as it was a preventive and social measure. He ended 
by saying that tuberculosis was now in a definitely hopeful 
condition, and that one of the big present day problems was 
how to use ex-patients in industry. Alderman Yorke, of 
Sheffield, made a valuable contribution to the session. After 
referring to the work done by the local health authority in 
Sheffield before the National Health Service Act, when 
tuberculosis mortality was reduced during the first half of the 
century from nearly 3 per 1,000 to just above 0-3 per 1,000, 
he spoke of the fear of tuberculosis leading to delay in treat 
ment and lack of preventive measures. The importance of 
health education through the informal talks of the health 
visitor and among adolescents by every available means, such 
as youth clubs, night schools, Sunday schools and churches, 
could not be over-emphasised. Fear was again the reason 
why the general public did not make enough use of the mass 
x-ray services. Some interesting papers followed dealing with 
care and after-care, in which special reference was made to 
the housing problem and to team work in rehabilitation. A 
comprehensive resume of the work achieved in Northern 
Ireland by the Tuberculosis Authority established in 1947 
was given by Alderman Andrew Scott, Vice-Chairman 


view, 


London 


Papers on B.C.G. vaccination were read by Dr. Marcia 
Hall, of Great Ormond Street Children’s Hospital, London, 
who described methods and immediate results; Dr. van 
Diense, of the Pasteur Institute, Paris, who gave particulars 
of what was being done in France, where such vaccination 
was made compulsory in 1950, and by Dr. Margaret 
Macpherson, of Brompton Hospital children’s contacts depart- 
ment, who described the research work being done there. 
Dr. van Diense also mentioned the large-scale voluntary 
campaign carried out by UNICEF in the French Over- 
seas Territories: Morocco, Algeria, and Tunis, from 1949 
onwards, when over two million people were vaccinated. In 
summing up, Dr. Greenwood Wilson, of Cardiff, made the 
interesting suggestion that the help of shop stewards should 
be enlisted in dealing with the problem of tuberculosis in 
industry. 


Wednesday afternoon session on CONTEMPORARY 
TUBERCULOUS PATIENT 


The 
IDEAS IN THE MANAGEMENT OF THE 
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was opened by Dame Dehra Parker, Minister of Health and 


Local Government, Northern Ireland. In addition to telling 
the Conference what was being done in Northern Ireland 


to-day, Dame Dehra referred to the problem as a whole, and 
said that publicity on the progress made, and education were 
both vitally important—the a tonic to the patient, 
and the other as the best means of prevention. Mr. Holmes 
Sellors, Thoracic Surgeon, Middlesex Hospital, spoke of the 
place of the surgeon in tuberculosis. He referred to the 
proper timing of surgical intervention, a most difficult thing 
Holmes Sellors discussed the recent advances 
On the surgical side he 
Two important 


one as 


to decide. Mr 
in chemotherapy and in excision 
favoured thoracoplasty unless impracticable 
and interesting papers followed; one by Dr. Ralph Tompsett, 
of the Cornell Medical School, U.S.A., and one by Dr. Mare 
Daniels, of the Medical Research Council, both dealing with 
and both pointing out that as 
tuberculosis destroys tissues, drug therapy cannot eradicate 
tuberculosis but can only prevent further destruction. The 
importance of early diagnosis and treatment cannot therefore 
thus enabling greater use to be made of 
Daniels) : 


the new drug, isoniazid 


be over-stressed, 
chemotherapy, and in the same way (to quote Dr 
“rest, good food, collapse therapy, surgery, all continue to 
be fundamental! Dr. Tompsett described the researches at 
Cornell under Dr. Walsh McDermott in the use of isoniazid 
in cases of miliary and meningeal tuberculosis, and said that 
there had been marked and persistent improvement, particul- 
arly in the former group. He stated that observations must 
be carried out on far larger numbers of patients for much 
longer periods of time, and that study of the question of 
drug resistance, which is likely to be a limiting factor, is also 
necessary. But isoniazid was yet another valuable weapon 
in the campaign. Dr. Marc Daniels mentioned the successes 
obtained with new drugs such as streptomycin and P.A.S, in 


cases of miliary and meningeal tuberculosis, and said that 
before their discovery these forms of the disease were almost 
uniformly fatal. It was obviously worth trying any new 


drug which was effective in cases which did not respond to 
the present drugs, or were intolerant or became resistant— 
and that isoniazid was effective was clear from Dr. Tompsett's 
information. Dr described the Medical Research 
Council trials of isoniazid, which started in this country about 
four months ago, and said that eleven hospital regions and 
thirty-eight hospitals were involved, as well as chest physi- 
cians in scores of clinics in England and Scotland. Isoniazid 
was being compared with streptomycin plus P.A.S. and was 
also on trial when used in combination with streptomycin, 


Daniels 


The next speaker was Dr. Houghton of Harefield 
Hospital, who was convinced that the tuberculous patient 
needed specialised medical, surgical and nursing attention in 
a hospital for many months. This view was strongly criti- 
cised by Dr. Peter Stradling, of Hammersmith Hospital, who 
felt that domiciliary treatment was essential in view of the 
lengthy waiting period fo. DF. Houghton 
said it was important that the patient should be appreciated 
as an individual, and his resistance encouraged in every way. 
Dr. Clausen of Vordingborg Sanatorium, Denmark, also spoke 
of the encouragement of resistance in his address on tuber- 
culosis amongst children in Denmark: a few years ago there 
were waiting lists for children’s sanatoria, now there were 
many free places, and a first batch of British children has 
gone over this year. There one million children in 
Denmark, and in 1951 only 25 died of tuberculosis, i.¢., 2-5 
occupational therapy, such as 
curriculum when possible 


sanatorium beds 


were 


food, 


educational 


Good 
and an 


per 100,000 
handicrafts, 
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part of the plan for improving natural resistance. 

. H. J. Hambling, Sir Halley Stewart Research Fellow, 
of the psychological side of tuberculosis. He said that 
emotional worries lowered resistance, thus making people more 
prone to the disease, and that the emotional shock caused 
by a long and disabling illness such as tuberculosis prevented 


On Thursday, July roth, the Conference considered the 
question of ‘‘ Tuberculosis in British Colonial Territories,"’ 
and a very broad view of the subject was obtained from the 
papers given by doctors from many parts of Africa, the West 
Indies and elsewhere. The session was opened by Mr. Oliver 
Lyttelton, Secretary of State for the Colonies, who said that 
since malaria had been brought under control tuberculosis 
now headed the list of killer diseases in these territories. Its 
eradication was not only a medical matter, but depended on 
action by all members of the community, and Mr. Lyttelton 
said he wished to pay generous tribute to the NAPT for 
the help it had given, especially in arrangements for colonial 
doctors to study the latest methods at home, and for planning 
schemes for tuberculosis control in colonial territories. Mr. 
Lyttelton also gave some particulars of progress achieved in 
various places, such as Jamaica, Aden, Hong Kong, Singapore 
and the South Seas. Dr. Pridie, Chief Medical Officer, 
Colonial Office, said that tuberculosis was a serious problem, 
but that its seriousness was now appreciated, and also referred 
to the assistance given by the NAPT in this respect. He 
spoke of the devoted efforts being made by the medical 
profession, the public and the international health organisa- 
tions, and said, that the disease in colonial territories was 
a local problem which had to be dealt with according to local 
factors, but that each territory could learn from the others 
and especially from all the expert knowledge and experience 
in Great Britain. This was why the present Conference was 
so valuable, because here was pooled knowledge from all over 
the world. 


Dr. Briggs described the anti-tuberculosis plans in 
Northern Rhodesia, the important point about which was 
that the service had been started before the country become 
industrialised, thus affording an opportunity of demonstrat- 
ing that tuberculosis was preventable. He also said that the 
African had probably more natural resistance to tuberculosis 
than had been supposed. This point was also confirmed by 
Dr. Vincent Hetreed, who is undertaking a tuberculosis survey 
in Nigeria. Further papers dealt with tuberculosis in British 
Guiana, Nyasaland, Mauritius, Fiji and the High Commission 
territories of Bechuanaland, Basutoland and Swaziland. Two 
interesting addresses on the position in Singapore were given 
by Dr. G. H, Garlick of the Singapore Anti-Tuberculosis 
Association and Dr. W. J. Vickers, Director of Medical 
Services, Singapore. There was no doubt that tuberculosis 
was a serious menace in Singapore, and the mortality and 
incidence figures were difficult to assess. It had been 
estimated that the mortality rate was about 105-2 per 
100,000, and the incidence rate below 2 per cent, but Dr. 
Garlick, whose views were considered by Dr. Vickers as 
rather gloomy, put both much higher, and estimated the 
incidence as more like 8 per cent. Energetic control measures 
had been put in hard. The Government programme allowed 
for two hospitals with 1,100 beds, 500 of which were now 
available, a complete out-patients scheme, including B.C.G. 
vaccinatieon—-at present there was a Government clinic, with 


x-ray facilities—domiciliary relief, the first of its kind in that 
part of the world, and improved housing conditions. Magni- 
ficent work had been accomplished by the voluntary anti- 
tuberculosis association. In view of the large-scale nature of 
the problem, ambulatory treatment was the only possible 
course, and a new clinic was built—the cost being raised by 
voluntary contributions—with complete diagnostic and treat- 
ment units. The results had been sucprisingly good, and it 
was quite amazing that they couid be obtained with patients 
who were very poor, lived in grossly over-crowded conditions 
were under-nourished and must go on working hard during 
treatment. The explanation appeared to be the high natural 
immunity of the Chinese to tuberculosis, which if it did not 
bring the patient too late for all treatment, led to rapid 
recovery even under ambulant conditions. 


Professor F. R. G. Heaf, in samming up this session said 
that the reports showed what remarkable work was done in 
the Colonies considering how isolated the medical officers were 
from the facilities available in this country. He emphasised 
the value of careful research and careful investigation by the 
man on the spot, as the problem varied from colony to colony. 
The question of the resistance of the native population to 
tuberculosis and of improving this by good living conditions 
was important. Prevention must take prior place, but treat 
ment could not be neglected. 


The Chairman of the session on Non-respiratory Tuber- 
culosis including Bovine Infections and their Results was 
Sir Robert Young, Vice-Chairman, NAPT Council. In 
introducing the session Sir Robert said that he had seen so 
many sad cases of tubesculosis of these types that he wel- 
comed a discussion on the subject. Dr. Charles Hill, Parlia- 
mentary Secretary to the Ministry of Food in discussing the 
question of Bovine Iniection, spoke of the two parallel lines 
of attack: the longterm policy of the eradication from herds 
of reactors to tuberculin testing, and the short term policy 
of making milk safe by pasteurisation and _ sterilisation. 
Dr. Hill said that with regard vo the elimination policy, it 
might not be long before areas were designated as eradication 
areas, and that in the meantime one third of the total number 
of cattle were now attested, and 80 per cent of milk was 
heat-treated. My 1959 almost the whole country would be 
covered by the Special Designations Act, and from 1954—a 
most important point—pasteurisation would include bottling 
and sealing where pasteurised, thus avoiding all human infec- 
tion. He was very glad that to-day the old controversies of 
eradicating versus pasteurisation and of heat-treated versus 
raw milk had died down—it was now agreed that there were 
diseases conveyed by milk which were preventable and there- 
fore should be prevented, and the only problem was whether 
the rate of progress was fast enough. Professor Selby Wilson 
read a most interesting paper, putting the whole subject of 
Bovine Infection in its historical perspective. He recounted 
the great struggles of the late 19th and first half of the 2oth 
century to prove first, that tuberculosis of the bovine type 
could occur in man: ‘the cow was one of our worst enemies 
as well as one of our best friends’, and, secondly, that heat- 
treated milk destroyed infection but not nutritive value, a 
struggle which was ended by the compulsory pasteurisation 
act of 1948. Mr. Harold Woolley, of the National Farmers’ 
Union, dealt in a very practical way with the considerations 
involved in building up a tuberculosis-free herd and eradicating 
reactors. He discussed questions of expense, buildings, test- 
ing—which was not popular with the cows—and said that he 
was convinced that in the long run the eradication of tuber- 
culosis from herds would prove a sound investment from an 
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recovery. Co-operation between the chest physician and the 
psychiatrist was long overdue. This very valuable session 
was summed up in an able and most entertaining way by 
Mr. d’Abreu, of Birmingham Regional Hospital Board. 
‘ 


ccopomic 
health. 

After the discussion on Bovine infections papers were 
read by specialists on the different forms of non-pulmonary 
tuberculosis: Orthopaedic, genito-urinary, ocular and skin 
tuberculosis and on tuberculosis associated with diabetes. 
Mr. Evan Evans, Medical Superintendent of the Treloar 
Hospital, discussed the orthopaedic type and Mr. J. H. Carver, 
in a most valuable contribution on genito-urinary tuberculosis, 
stressed the importance of three points in order to improve on 
the present depressing figures for nephrectomy: a 50 per cent 
mortality within 5 years. These points were not to regard 
renal tuberculosis as an isolated lesion, to appreciate the 
significance of the early symptoms and to give careful and 
prolonged after-care. Mr. A. G. Cross discussed ocular tuber- 
culosis, and gave an account of the work at White Oaks, the 
first kye Sanatorium in the country, where satisfactory results 
were being obtained, largely through rest therapy. The 
paper prepared by Dr. F. 5S. Airey, of Malaya, and read in 
his absence, recounted the passing of the problem of skin 
tuberculosis, a most dishguring and horriic form of the 
disease, and added a warning against failing to diagnose it, 
now students had few opportunities of observing cases during 
training. Dr. Luntz of Romsiey Hill Sanatorium, Birming- 
ham, read an interesting paper on the tuberculous diabetic, 
and said that there were over 3,000 of these cases in the 
country. Special ticatment for Louth diseases sfnultaneously 
was needed, but the Romsiey Hill Sanatorium at Birmicgham 
was the only centre of the kind in Great Britain at the presen. 
time. Expense must be considered, but existing wards in 
hospitals could be adapted. 


standpoint as well as from that of public 


The last morning of the Conference was devoted to Social 


Welfare, the subjects being Tue SociaL WorRKER AND THE 
TusBercuLous Famity and THe Patient in Inpustry. The 
chair was taken by Dr. R. R. Trail, Medical Director, 
Papworth Village Settlement, who said that tuberculosis 


affected every aspect of the patient’s life and that home 
conditions were of the greatest importance. Dr. Trail said 
that one of the biggest steps forward in recent years was the 
Ministry of Labour’s Training Scheme for Disabled Persons 
Act. ‘‘We fail completely,’’ he said ‘‘unless the patient can 
be returned home and to industry as a self-respecting member 
of the community."’ In the first section a lively and provoca- 
tive speech was made by Dr. Frank Ridehalgh, of the Churchill 
Hospital, Oxford, who said that the nation could not afford 
the cost of tuberculosis, especially from the point of view 
of loss of production. Dr C. L, Sutherland, Ministry of 
National Insurance, gave an account of tuberculosis in the 
national insurance schem?. Alderman Colton, from North- 
amptonshire, spoke of the work of the voluntary care com- 
mittee: ‘the added jewel to the crown of all the work which 
was being done’, and said that its importance was that it 
was really down to the patient's level. 


The section on “‘The patient in Industry’’ dealt with the 
subject in a very comprehensive way and it is interesting to 
note that representatives of over 30 commercial firms attended 
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the Conference. The first speaker was Dr. J. O'Dwyer, 
Medical Officer, Lever Bros. and Unilever, Ltd., who said that 
industry could help in dealing with tuberculosis by the early 
discovery of cases with infection, by finding suitable employ- 
ment for patients after treatment, or while under treatment— 
though the number of light jobs was very strictly limited— 
and by health education. Mrs. Nora Guest, of Remploy 
Limited, gave an account of the 92 Kemploy factories, 7 of 
which were for tuberculous cases requiring special conditions, 
though quiescent and surgical cases were employed in the 
normal factones. Miss Mary Grainger, of the Disabled Persons 
Branch, Ministry of Labour, described the work of the 
Ministry's resettlement officers, and said that about 1,200 
tuberculous patients had completed courses at industrial 
rehabilitation units during the past 34 years, of whom 80 per 
cent had been placed in open employment or training. Miss 
Grainger referred to the valuable work of village settlements 
for tuberculous persons, a point which had been emphasised 
already by the chairman. The Rev. William Bodin, Social 
Relations Officer of Stewart and Lloyds, Corby, referred to 
the miracle of the last half century: the completely new con- 
ception of tuberculosis as a disease, like many others, which 
could be prevented and could be cured. ‘‘Medical science’’, 
he said, had lifted tuberculosis out of its grim isolation and 
exclusiveness, and the greatest need of to-day was “‘to spread 
abroad the good news o1 the great progress that has revolu- 
tiomsed the whole tield since the war, so that everywhere in 
industry, im society, in home life, there will be an increasing 
conndence that comes from a real sense of hope."’ Dr. Edens, 
of Philips Electrical Limited, gave a resume of the measures 
against tubercuiosis taken by this firm im Holland. Special 
stress was laid on case-finding, B.C.G. vaccination and 
rehabilitation, and the death rate in the factory employees in 
1951 Was 3°5 per 100,000 as against 16 amongst the general 
population. Dr. Peter Edwards, of the Cheshire Joint 
Sanatorium, in summing up said, ‘‘the return to work is the 
vital part of the doctor's job to the patient’. 


A new feature of this Conference was the holding of special 
group meetings for those with particular interest. For doctors 
there were demonstrations on laboratory technique, a radio- 
logical demonstration and a discussion on modern technique 
in diagnosis and in addition a joint meeeting with the British 
Tuberculosis Association on Child-bearing and Tuberculosis. 
For sanatorium matrons and nurse teachers there was a dis- 
cussion on the Protection of Nurses against Tuberculosis. 
The meeting for social workers and health visitors to discuss 
the Fabric of Social Services to meet the Patient's needs 
stressed the importance of team work by regular meetings 
at chest clinic or health centre of all concerned with the 
inedical and social care of the patient. Another important 
discussion was on the Housing Problem of the Tuberculous 
Family. Tuberculosis gave housing priority. Good houses 
for all, rather than building especially for the tuberculosis 
patient and his family was favoured. It was stated that of 
the 33,000 tuberculosis people in London, only half had a 
separate bed-room. 


U. P. MEDICAL CONFERENCE 
XVII U. P. Medical Conference will be held at Sitapur on the 25th and 26th October, 1952. 


Members 


of the profession are requested to make it a success by presenting papers and taking special interest im the 


Scientific Section. 


All inquiries and communications should be addressed to Dr. B. D. Kapur, M.B.B.S., Organising Secre- 


tary, XVII U. P. Medical Conference, Health Pharmacy, Sitapur (U.P.). 


a. 


NOTES AND NEWS 


JAPAN MEDICAL ASSOCIATION SENDS MESSAGE 
OF GOOD-WILL TO LMLA. 


Dr. Takeo Tamiya, President, Japan Medical Association, 
Tokyo, in a letter dated 8-8-52 sent a message of goodwill 
to the President of the Indian Medical Association. It runs— 


It is our great pleasure to send a message of good-will 
to you, President of Indian Medical Association, on behalf 
of all the members of the Japan Medical Association, which 
is the largest civil organization of doctors in Japan and has 
the membership of 60,000. 


We heartily believe in the solemn ideal of the World 
Medical Association, which aims at promotion of world peace 
through our contribution to the development of medical 
sciences and that of the medical treatments. Our Organiza- 
tion was granted the membership of this world association 
last year after we had started our work anew in 1947, 
re-organizing our association of the pre-war conservative 
character into progressive and up-to-date organization. 


Our duty, we believe, is especially grave because we live 
and should improve the unhealthy condition of the Orient, 
where epidemics are prevailing wider and oftener than the 
other parts of the world where public health is kept in better 
condition. 


Our duty lies, we believe, in co-operation of the doctors 
of various countries of the Orient to make the Orientals more 
healthy, or, we desire, to promote the hygienic conditions «f 


the Orientals up to the highest standard of the world health 
condition. 


We believe that this is possible only through the mutual 
co-opetation based on the mutual understanding. Wé desire 
the peace of the Orient and the happiness of the Orientals 
would be achieved by the efforts of the doctors through their 
sincere services. 


We hereby ask you your help would be extended to us 
to the mutual friendship and co-operation of the Medical 
Associations of both countries, India and Japan, to accom- 
plish our common ideal. I tell you, that my proposal is 
agreed and supported by all the Japanese doctors who are 
the members of our Association. 


Hoping that all the members of your Indian Medical 
Association would join this worthy work. 


MEDICAL GIFTS FROM GERMANY 


“It is not the magnitude of the gift that matters. The 
quality of the spirit behind it has earned the immeasurable 
gratitude of our country,’ said Rajkumari Amrit Kaur, 
Minister of Health, Government of India, while receiving a 
gift of medicinal supplies from His Excellency Dr. Ernst 
Wilhelm Meyer, Ambassador of the Federal Republic cf 
Germany, at a brief ceremony held in New Delhi on August 
12, 1952. 


The gifts, of a total value of Rs. 1t,20,000, consist among 
other items of PAS Sodium Tablets and Supronal Tablets. 
The PAS Sodium Tablets are being allocated to Madras and 
Bihar and Supronal Tablets to Mysore, Assam, Madras, Rajas- 
than, Uttar Pradesh, West Bengal, Ajmer, Cutch, Madhya 
Bharat and the Punjab. 


WORLD CONFERENCF ON MEDICAL EDUCATION 


The first world conference on medical education, 
sponsored by the World Medical Association, will be held at 
the British Medical Association House, London in August 
24-29, 1953. Themes of discussion will consist of (1) Re juire- 
ments for Entrance into Medical Studies and Selection of 
Students; (2) The General Aims ond Content of the Medical 
Curriculum; (3) Techniques and Teaching Methods in Medical 
Education; (4) Social Medicine—-Its Concepts and Place in 
the Medical Curriculum. 


Sir Lionel Whitby, Vice-Chancellor of Cambridge Univer- 
sity will preside. The sessions will be both plenary and 
sectional. There will be prepared papers, selected discussion 
and general discussion. Throughout the sessions of the 
Conference, a determined effort will be made to bring out a 
free exchange of ideas, tc develop possible unification of 
thought, to explore ways and means of assisting under- 
developed countries and to gather the opinions of the practis- 
ing physicians of the world—the ultimate consumers of 
medical education. 


The Secretary General of the WMA has issued invitations 
to all member National Medical Associations, the Dean of 
each medical school and Governments and Organisations 
affiliated with WHO, IUA and ICMS. 


CERTIFICATE AND DIPLOMA IN PUBLIC HEALTH 
AND DIPLOMA IN INDUSTRIAL HEALTH 

The Royal Institute of Public Health and Hygiene, 
London conducts recognised Courses of Instruction (starting 
annually in March and October), for the examinations of the 
Conjoint Board of the Royal College of Physicians of London 
and the Royal College of Surgeons of England, for the 
Certificate in Public Health. 

These lead to Courses (commencing in January and 
August) for the Diploma in Public Health, and, similarly, (in 
February and July) for the Diploma in Industrial Health. 

Students are also prepared for the Diploma in Industrial 
Health the Society of Apothecaries of 
London. 

Any of the Courses may be taken whole-time or part 
They consist of both lectures and visits. 


examinations of 


time. 

Candidates desiring a Course for either the Diploma in 
Public Health, or the Diploma in Industrial Health of the 
Conjoint Board, are required by them to produce evidence 
of being in possession of a recognised Certificate in Public 
Health. 

For the Certificate in Public Health, lectures are given 
by specialists on the various sociological aspects, and in the 
Diploma in Public Health, the practical work is carried out 
at a County Borough. 

The Diploma in Industrial Health Course entails visits 
to all types of factories and to coal mines, etc. 

Further information, entry forms and prospectuses may 
be obtained from the Secretary of the Institute, 28, Portland 
Place, London, W, 1., or from the Dean, at 23, Queen Square, 
London. W. C. 


NEW ANTI-T. B. DRUG RELEASED FOR SALE 


The Government of India have decided to release the new 
anti-T. B. drug isonicotinic acid hydrazide as well as other 
hydrazine derivatives of isonicotinic acid for sale to the 
general public. In accordance with Rule 30 A of the Drugs 
Rules, 1945, however, importers of these drugs will have *o 
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obtain prior permission of the Drugs Controller (India) 
Directorate General of Health Services, New Delhi, in writing, 
for this import. This permission will ordinarily be given 
subject to the condition that, in addition to compliance with 
other provisions of the Drugs Rules, 1945, the drugs are 
labelled with the words ‘Caution. It is dangerous to take 
this preparation except under medical supervision The sale 
of the drugs will only be permitted on the prescription of a 
registered medical practitioner. Import license under the 
relevant Import Trade Control regulations will also be 
required for the import of these drugs 

The restrictions regarding labelling and retail sale will 
also apply to the drug manufactured in India 


HEALTH MINISTER VISITS PROJECT OFFICERS’ 
TRAINING CAMPS 


Rajkumari Amrit Kaur, Minister for Health, visited the 
Project Officers’ Training Camp at Nilokheri and discussed 
with the officers some of the problems regarding the execu- 
tion of the community projects programme in their areas to 
be started in October 

The Minister stated that the main object of the pro- 
gramme was to inspire and create leadership in the villages 
so that the people themselves might be enthused to help 
themselves to create better conditions of living. She urged 
on the officers to lay more emphasis on the preventive aspect 
of medicine and health in the villages. 
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The Editor is not responsible for any views 
expressed by contributors 


STUDIES IN CHOLERA 


Sir,—I have read wit. interest the article ‘* Studies in 
Cholera '’ by Rao and others in April 1952 issue of Journal 
of the Indian Medical Association (21: 295, 1952) 

From the article it appears that the investigation done 
is not complete and from the incomplete investigation it is 
wrong to say that the epidemic was mainly water-borne in 
the two towns i.¢., at Kankanhalli and at Keratagere; from 
inclusive investigation the authors could not find out the 
character of epidemic at Bangalore. I think that the follow- 
ing epidemiological observations were necessary to complete 
the investigation 

1. Firstly at Kankanhalli the cause of occurrence of the 
first case and subsequent cases and the link between the 
cases have not been studied. 

2. The cases have not been presented chronologically in 
the map. 

3. The assumption that ‘‘ the cause of this recrudescence 
may perhaps be due to the fact that some people were using 
the river as a source of domestic water supply '’ (page 295), 
is vague; whether the persons who were using the river water, 
got only cholera during recrudescence has not been mentioned 
and there is also no mention whether those people who had 
been previously inoculated got cholera during recrudescence; 
the river water was not bacteriologically examined 

4- There is no mention whether there was abundance 
of the fly nuisance. 
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5. ‘A carrier state in cholera is usually discredited 
(page 302) "’ and so stools of possible carriers have not been 
examined; the possibility of fly-borne and carrier state being 
excluded, Bangalore problem has baffled the authors 

6. At Koratagere similar investigations are lacking 
except that the river water has been examined during second 
attack of cholera; water may be infected secondarily by the 
washings of primary cases 
7. The distances between Kankanhalli, Koratagere and 
Bangalore and their contiguity have not been mentioned. 
There is also no mention if there is any transport system 
between the towns 

8. Bangalore town has been attacked with cholera after 
Kankanhalli and Koratagere were affected; so whether the 
first case at Bangalore was an imported one has not been 
mentioned. One Mrs. A. H. (page 302) confounded the 
authors but if the carrier state or fly-borne possibility had 
not been excluded, the problem would have been solved. 
There is no mention whether she visited any restaurant or 
brought any food from outside or she took cold food or took 
the milk cold or kept exposed after the milk was boiled, 
whether there was a fly nuisance or whether there was any 
cook and whether the cook was a carrier 

As a rule, longdrawn epidemics like those reported are 
not waterborne. I am etc 

23-06-52, K. SAMANTA, 
Member of 1.M.A., 
Gopalganj Branch. 


Gopalganj P. O 
Saran Dist 


Str,—I am grateful to Dr. Sushil Kumar Samanta for his 
criticism of the paper 

As a senior officer was responsible for pulling up, I am 
answering the points raised in Dr. Samanta’s letter. It was 
not claimed that the study was complete as it was only a 
prelude to studies to be conducted in other parts of the State 
where cholera has become an yearly event 


(1) It is the experience of every epidemiologist that the 
first few cases are never recognised and after a few fatalities 
have happened he is called to review the cases. With refer- 
ence to Kankanhalli, it was during the recrudescence after a 
lull, that the studies were begun. At this stage it was 
distinctly traced to cases having occurred among people who 
were allowed to take water from the river. After the recogni- 
tion that there were cholera attacks during the first ‘epidemic’ 
the police were requisitioned to see that no one approached 
the river for using the water. The police protection was 
withdrawn during the period when there were no cases 
When people started using the river water again, a second 
series of cases occurred. 

(2) As the maps were to be small and there would have 
been a overcrowding if the dates of the attacks had been 
marked on the maps, they have not been dated. The blood 
of the people who survived the second attack had been 
serologically examined and is forming the subject of another 
study to be published. There were four cases of attacks 
among people who had been protected. These people had 
been interviewed and their blood taken for serological 
examination 

In the beginning when the so-called gastro-enteritig were 
recognised to be possible cholera, DDT and Gammexane 
spraying were taken up on a large scale in Kankanhalli, 
Koratagere and in parts of Bangalore. 
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At Koratagere also after the first case had come into the 
town from outside, the police were used to prevent the water 
of the river being used for drinking, the people were exhorted 
to use only cholorinated well water. When there was a 
subsidence of attacks the Police were withdrawn; the 
recrudescence occurred in a very few days. It was only 
because of these events, that it was suggested that the 
recurrences of cholera cases were waterborne. Because of 
Gammexane spraying immediately during the first attack the 
fly nuisance was completely controlled. 


(7) Kankanhalli is South of Bangalore at a distance of 
36 miles. Bangalore being the headquarters of the Mysore 
State, transport facilities from every town in the State always 
exist towards Bangalore. 

(8) In June 1951 in Bangalore quite a few cases clinically 
called gastro-enteritis occurred. It is impossible to state 
whether these first few cases at Bangalore were imported. 
However, the first case which was recognised bacteriologically 
as true cholera was in a Mahomedan house where extremely 
clean conditions prevailed and the people, educated and 
intelligent, would not permit normally any variety of infec- 
tion. It was definitely understood that the water was from 
the chlorinated City supply and the lady being a gosha lady 
had no contact with any outside food or drink. It was 
because of this that it was stated that this case was not 
understandable. It was also the first recognised case where 
cholera vibrios were isolated and serologically typed. Quite 
a few cases had not been sent for bacteriological analysis. 
It is therefore impossible tr say whether the earlier cases that 
occurred were due to V. cholera. 


Further studies are being conducted and will be reported 
duly. 
In June a number of cases which were thought to be 
cases of gastro-enteritis occurred, I am etc. 
4-8-52, C, V. Natarajan, 
Public Health Institute, Dy Director of Public Health. 
Bangalore. 


REVIEWS 


A HISTORY OF NEUROLOGICAL SURGERY—Edited by 
A. Earl Walker. Pp. XII +583 with 152 figures. Published 
by Balliere, Tindall & Cox, London. Price 91s. 6d. net. 


This is a comprehensive monograph about the origin and 
development of neurological surgery. Starting from pre- 
historic times the reader is taken through successive centuries 
and is given a composite view of the progress of neurological 
surgery in different countries of the world. 


It is easy to visualize how progress of this science has 
kept pace with the development and fall of the different 
civilizations in the world. 

The pattern of the operative technique in its many -letails 
are dealt with as well as the origin of the numerous ancillary 
diagnostic procedures. A very useful part of the book is the 
short life sketch of many pioneers in this field—Horsley, 
Macwen, Cushing and others. 

There is an extensive bibliography at the end of the book 
running to more than 50 pages. This considerably enhances 
the value of the book and it can be safely recommended that 
every neurologist and neurological surgeon should possess a 
copy. 

A. K Basv. 


CAUSES AND PREVENTION OF TUBERCULOSIS—By 
Brice R. Clarke, m.p., Published by E. & S. Livingstone, 
Ltd., Edinburgh and London. 1952. Price 328. 6d. net. 


The book is divided into 15 chapters. The earlier 
chapters consist of detailed reviews of the most up-to-date 
information on the method of infection, social and environ- 
mental factors, the influence of food, of age, of race, of 
family etc. In Chapter X the causes of tuberculosis have 
been summarised and principles for prevention enunciated. 


The author points out that there is little disagre+ment 
about the facts regarding pathogenesis, epidemiology, clinical 
course, etc., but considerable differences exist on generalisa- 
tions deduced from the facts. Scientific preventive medicine 
depends on a correct understanding and interpretation of the 
scientifically observed facts. Dr. Clarke has admirably 
reviewed the available up-to-date information on the patho- 
genesis and epidemiology and discussed the various preventive 
measures scientifically in the light of the known facts. The 
book will be of immense value to all students of Tuberculosis 
particularly those who are engaged in antituberculosis work, 
for a correct understanding of the complex problems of epi- 
demiology of tuberculosis and the various preventive measures. 


Mass miniature radiography and B.C.G. vaccination have 
been dealt with extensively in two separate chapters. The 
author has also rightly called attention to the fact that active 
political and public support is essential for the success of any 
antituberculosis campaign and therefore a proper understand- 
ing of the social attitude and the “‘ climate of opinion "’ in 
the community is necessary. 

P. K. CHatreryee. 


YOUR QUESTION 


Correspondents should give their names and addresses 
(not necessarily for publication) and include all relevant details 
in the questions which should be typed. Questions of medical 
interest only will be acceptable for this section. They should 
be sent in a separate envelope marked. ‘‘ Your Questions.”’ 
Questions of general interest will be published in preference. 
Lack of space precludes answering all the questions received. 


Q. A doctor has certified that ‘‘ the person has con- 
sumed arrack’’ by smelling his breath and noting the 
general appearance. Is ‘it possible to find out the kind of 
alcohol consumed by smelling the breath alone? If not, 
how to find out? 

Ans. It is not possible to give an opinion on the kind 
of alcohol or alcoholic drink consumed by a person by the 
smell of his breath or by his general appearance. Even the 
estimating of the percentage of a'cohol from the washing of 
the stomack does not help to find out the kind of alcohol 
drunk as it depends on so many different factors viz., the 
dilution, the diluent, the presence or absence of food in the 
stomaeh, the time which has elapsed since and as so many 
different drinks have nearly the same percentage of alcohol 
in them! 


ERRATUM 


In the Index to Vol. XXI published with the September 
1952 issue, the name of Hiralal Saha, the co-author of 
the Original Article ‘‘ Frog (Rana Tigerina) Test for Diagnosis 
of Pregnancy "’, was inadvertently omitted. The article was 
published under his joint authorship with Chunilal Mukherjee 
in May 1952 issue, page 335. 
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I.M.A. WORKING COMM 


PROCEEDINGS OF THE 44TH MEETING HELD 
AT INDORE ON 28TH AND 29TH JUNE, 1952 
[Supyect TO CONFIRMATION] 


MEMBERS PRESENT: (a) Ex-officio members: 1. Dr. 
T. S. Tirumurti (Madras), President (in the chair); 2. Dr. 
A. K. Sen (Calcutta), Senior Vice-President: 3. Dr. S. C. 
Sen (Delhi), Honorary General Secretary; 4. br. A. P. Mittra 
(Delhi), Honorary Joint “yw ge 5. . R. Sinha (Calcutta), 
Honorary Joint Secretary; 6. . D. V. Venkappa (Madras) 
Honorary Joint Secretary; 7. Dr. A. D. Mukharji (Calcutta) 
Editor, J. I. M. A. 


(b) Representatives from the Provincial Branches: 8. 
Dr. A. C. Ukil; 9. Dr. P. K. Chatterjee; 10. Dr. A. K. 
Bose, (in place of Dr. J. Mojumdar); 11. Dr. K. K. Sen 
Gupta, (in place of Dr. B. P. Neogy) Bengal Provincial 
Branch; 12. Dr. B. R. Nayen; 13. Dr. C. S. Thakkar, 
Bombay Provincial Branch; 14. Dr. P. N. Sinha; 15. Dr. 
Rajeswar Prasad, Bihar Provincial Branch; 16. Dr. P. R. 
Trivedi, Gujarat and Saurashtra Provincial Branch; 17. Dr. 
G. V. Joshi; 18. Dr. B. V. Mulay, Maharashtra and Karnatak 
Provincial Branch; 19. Dr. Ram Rakha Dheer; 20. Dr. 
F. C. Shori, Punjab Provincial Branch; 21. Dr. T. S. 
Balasubramaniam (In place of Dr. T. V. Sivanandam); 22. 
Dr. P. B. Annangarachari, (In C= of Dr. U. Krishna Rau), 
South Indian Provincial Branch; 23. Dr. R. A. Bha t, 
Madhya Bharat Provincial Branch; 24. Dr. D. G. Ojha, 
Rajputana Provincial Branch; 25. Dr. S. S. Rao, Travan- 
core-Cochin Provincial Branch; 26. Dr. (Capt.) H. N. 
Shivapuri; 27. Dr. B. Thungamma (In place of Dr. H. 
Hukku), Uttar Pradesh Provincial Branch; 28. Dr. T. K. 
Dayalu, Mysore Provincial Branch. 


(c) Co-opted members: 29. Dr. P. K. Guha, (Calcutta); 
T. S. Shastry, (Madras); 31. Dr. Chamanlal 


30. Lt.-Col. 
M. Mehta, (Bombay). 

(d) Invited members: 32. Dr. D. N. Khandekar, 
(Indore); 33. Dr. S. K. Mukherji, (Indore); 34. Dr. B. C. 
Bose, (Indore). 


The meeting was scheduled to be held at 9-00 a.m. but 
since a large number of members from Bihar, Bengal and 
South India were unable to reach in time because of a 
temporary suspension of Railway traffic from Khandwa, due 
to a minor accident, the quorum was not complete. The 
meeting, therefore, commenced at 2-30 p.m. in the Tagore 
Library of the Indore Medical College. 


In the absence of the President or the Senior Vice-Presi- 
dent, Dr. Chaman Lal M. Mehta—a Past President of the 
Association, was proposed to the Chair. 


Item 1: CONDOLENCE RESOLUTION. 


The following condolence resolution was unanimously 
passed, all members standing and observing silence for 1 
minute : — 

“* This meeting of the Working Committee of the Indian 
Medical Association places on record its deep sense of sorrow 
at the sad demise of the following members of the Association 
and conveys its heartfelt sympathy to the members 
bereaved families :— 


Dr. 


1. Dr. Des Raj Sapra (Ka: Branch); 2. 
Prakash — (Meerut): 3. Dr. (Miss) Salima Hector (Dina- 
ve 4- . (Miss) Nancy Tallon (Dalmianagar); 5. Dr. 

uruja Kumar Deb (Gauhati); 6. Dr. K. N. Ramanathan 
i Dr. Attauddin Ahmed (Assam); 8. Dr 


; 9. Dr. R. Krishna Iyer (Coim- 
batore); ro. Dr. U. R 


Naoroji 
Faramji (Ahmedabad); 12. Dr. R. 


K. Naidu (Poona): 13. 
Dr. C. R. Kittur (Belgaum); 14. Dr. B. K. Ramakrishna 
Rao (Mysore); 15. Palaram. 


Item 2: MESSAGES OF INABILITY TO ATTEND THE 
MEETING. 


of inability to attend the ing received from 
the following members were read:—1. Dr. U. Krishna Rau 
(Madras); 2. Dr. G. V. Hanumantha Rao (Guntur); 3. Dr. 
B. P. Neogy (Calcutta); 4. Dr. J. Mojumdar (Calcutta); 5. 
Dr. P. Veeriah Chowdhary (Guntur); 6. Dr. T. V. Siva- 
nandam (Coimbatore); 7. Dr. H. R. Dawar (Delhi); 8. Dr. 
T. N. Banerjee (Patna); 9. Dr. S. N. Saxena (Kanpur); ro. 
Dr. H. Hukku (Lucknow); 11. Dr. C. P. Bhat (Bhavnagar); 
12. Dr. M. D. Patel (Ahmedabad); 13. Dr. K. Viswanadha 
Rao a Se 14. Dr. M. N. Mahadevan (Banga- 
lore); 15. . D. K. Kothare (Bhuj)—Co-opted. 


The following resolution was passed unanimously: 

** The Working Committee of the Indian Medical Associa- 
tion notes with satisfaction that many Medical Men have 
been elected and nominated to the Central and State Legisla- 
tures, and while congratulating them, hopes that they will 
take active interest in all matters affecting Public Health and 
Medical care, consult the Indian Medical Association and be 
guided by it in shaping the future policy of the country in 
matters concerning of the Nation.”’ 

The Wor Committee further congratulates those 
active members the Indian Medical Association, who have 
been appointed as Ministers in various ments. 


Item 3: CONFIRMATION OF THE PROCEEDINGS OF 
THE LAST MEETING OF THE WORKING COMMIT- 
TEE HELD AT AHMEDABAD ON THE 13TH AND 
14TH FEBRUARY 1952. (Circulated to the members as 
published in May 1952 issue of the Journal). 

The Proceedings of this meeting had already been approv- 
ed at the Annual Meeting of the Central Council held at 
Ahmedabad. These were now formally adopted. 

Item 4: BUSINESS ARISING OUT OF THE PROCEED. 
INGS OF THE LAST MEETING. 


(1) Pay, Status and Prospects of the Railway and other 
Medical officers. 


The memorandum as approved by the Central Council 
has been sent to all the Governments and all branches of the 


1.M.A. This was noted and approved. 
(2) Essential Drugs, Surgical Instruments and appliances 

for free import. 

The House decided that since the Government had now 
further liberalised the import of these articles under the 
O.G.L. or by liberally issuing import licenses, this matter 
could be dealt with by the Central office and to bring it to 
the notice of the Working Committee only if found necessary. 


(3) Fee Scales for Examinations of Life Insurance Cases. 
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Dr. Chamanial M. Mehta informed the House that 
recently he had had further discussion on the matter with 
the Secretary of the Insurance Companies’ Association and 
he hoped that further progress may be expected. 

(4) Mutual affiliation of the I.M.A. with the B.M.A. 

(a) Assets of the B.M.A. Branches in India: According 
to the terms the British Medical Association had started to 
take steps for transferring the assets of its branches (to be 
dissolved) . in India to the respective Provincial Branches of 
the Indian Medical Association. The process, however, would 
take sometime, said the Honorary General Secretary while he 
read out the relevant correspondence. 

The Working Committee resolved ‘that the Provincial 
Branches be requested to donate the amounts they might 
receive from the British Medical Association Branches to the 
I.M.A. “ Building Fund." 

(b) Consideration of applications from branches for free 
copies (50 in number of the British Medical Jow . The 
Committee decided that: 

(1) Each Provincial Branch office should get one copy. 
(2) The remaining copies to be distributed by the Hono- 
General Secretary according to his discretion. 
(3) Out of the six other copies of the British Medical 
Journal for the Central Office, two were to be ear-marked for 
the Journal office, two copies to be given to the pool for 
distribution to the branches, one copy for office use and the 
remaining one copy to be kept for binding for record at the 
Central office. 

(5) Position regarding residencies and internships abroad. 

The Honorary General Secretary gave the following latest 
information to the members since the Selection Committee had 
met at Ahmedabad for the interviewing candidates: 


Applications for residency appoint- 
ments recommended by the I.M.A. 
to various hospitals in U.S.A. and 
Canada 


Number of candidates who have 
since proceeded to join their 
respective duties 

No. of candidates who have received 
the appointment letters but are 
due to proceed in the near future 6 

No. of candidates who refused to 

eed after appointments had 

No. of candidates whose posts did not 

materialize or whose cases are 
under consideration 


rary 


65 


36 


16) 


retary placed on the table a 
for the selection of candidates in 
future. (vide Appendix ‘‘A’’). 

Capt. Shivapuri while agreeing about the necessity of 
such a Scheme which was an improvement on the procedure 
followed thus far, requested the Honorary General Secretary 
to send full details to the Provincial Branches, so that the 
candidates may become conversant with the rules while 
applying. 

General discussion followed, the main suggestions being 
that in the future selection of candidates, preference should 
not be given to candidates who possessed post-graduate 
qualifications or who had already held or were holding senior 
hospital appointments. 

The House approved of the Scheme posed the 
Honorary General Secretary. nie by 

Dr. S. C. Sen, the Honorary General Secretary, then 
proceeded to read a letter he had written to the Medical 
Council of India re. recognition of certificates issued by the 
American hospitals and the Speciality Boards of the American 
Medical Association. The matter, he informed the house, was 
being pursued further. 

Dr. Chamanlal M. Mehta suggested that the Universities 
in India be requested to recognise work done by Indian Post- 
graduate students in the U.S.A. or Canada, for Post Graduate 


Degree or Diploma examinations. 
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The Honorary General Secretary then read out a letter 
he had written to the United States Ambassador in India re. 
possibilities of further facilities for Post-graduate studies and 
training in American Hospitals. This was for the information 
of the House and he said future developments in this line 
would be reported in due course. Some general discussion 
followed in which the following members took part :— 


Drs. B. R. Nayen, A. K. Bose & Ram Rakha Dheer. 


It was now 5-25 p.m. and Dr. T. S. Tirumurthi, the 
President arrived. He occupied the chair after thanking Dr. 
Chamanlal M. Mehta for conducting the business of the house 
in his absence. Other members who had been held up at 
Khandwa also arrived. 


(6) System of appointment of Honorary Medical officers. 


The House directed the Honorary General Secretary to 

on the information available up-to-date to Dr. Chamanlal 

- Mehta who was requested to prepare a draft for the 

consideration of the Joint Educational Scientific and Health 

Services Committee. The final report of the Committee was 

then to be circulated to the members of the Working Commit- 

tee. Then afterwards the matter was to be taken up at the 
next meeting, if possible. 


(7) Consideration of a letter dated 17-7-51 of Dr. B. V. 
Mulay regarding a resolution passed by the Health 
Ministers Conference on the training of village Vaidyas. 


The Scheme now prepared by Dr. B. V. Mulay at the 
request of the Working Committee had been received. The 
Central office was directed to circulate it to the Provincial 
Branches for opinion. 


(8) Consideration of letter No. D/22/DHN/5t dated 8-8-5t 
from the Dhanbad Branch and letter No. 1290 dated 
9-8-51 of Dr. B. V. Mulay, Sholapur, regarding some 
Indian Railways refusing to accept medical certificates 
issued by private medical practitioners to Railway 
employees. 

The relevant replies received from the Railway authorities 
were read out. The members wanted to know on what 
grounds was the certificate under question not accepted by 
the authorities; further enquiries were to be made on this 
point. It was decided to forward copies of all relevant papers 
to Dr. Mulay who was requested to make further enquiries 
at his end, where his certificate was not accepted by the 
Railway authorities in that area. 


The case referred to by Capt. Shivapuri from the U. P. 
Provincial Branch was also to be further pursued. 


At this stage there was some general discussion on the 
subject of medical certificates. Drs. C. S. Thakkar, B. C. 
Bose, T. S, Tirumurthi, B. V. Mulay, S. C. Sen and P. K. 
Guha took part in the discussion. 

(9) Consideration of Government of India Planning Com- 
mission Report-—-Five Year Plan especially Chapter 15 
to 20 om Health, Housing, Education and Social 
Welfare. 

The Conveners of the five Regional Committees on the 
‘ First Five Year Plan’ were authorised to draft the Report 
and Dr. P. K. Guha was directed to put the recommendations 
in final shape and to send it on to the Honorary General 
Secretary. This report was to be sent to the Planning Com- 
mission and copies were to be circulated to all the members 
of the Working Committee and the Provincial Branches. 


(10) Relaxation of Rules re. Import Duty, Sales Tax and 
Excise Duty on essential medicines and appliances, 
drugs and medical books (Bengal Provincial Branch 
letter No. 580/50 51 dated 19-9-51). 

Action taken by the Honorary General Secretary was 
This matter was not to be brought up again unless 
the Honorary General Secretary found it necessary. 

(11) Consideration of letter No. 63-51-52 dated 5-11-52 
received from the Honorary Secretary, Bengal Pro- 
vincial Branch re. conditions in Railway Medical 
Services and his suggestions and letter dated 13-11-51 
of Dr. S. C, Seal of E. I. Rly. Hospital, Azamganj, 
on the subject. 


materialized 
49 
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Action taken by the Central office was noted. No 
further action was necessary as the recommendations of the 
Indian Medical Association on the subject of Pay, Status etc., 
of medical personnel also cover the sphere of Railway Medical 
Service. 

(12) Consideration of letter dated 19-10-51 of the W.M.A., 
New York, regarding holding of an International 
Conference on Medical Education. 

It was noted. 
(13) Plot of land for the Central office Building in Delhi. 
The Honorary Joint Secretary reported the progress 
achieved so far. The members felt satisfied that a suitable 
plot of land might be available in the near future. 


(14) Letter from Sitarampur Branch re. pay, status etc., 
of colliery medical officers. 


Noted. No further action was necessary. Only a copy 
of the recommendations for Pay, Status etc., is to be sent 
to the branch. 

(15) Consideration of letter No. 72 dated 8-1-52 of the 
Indian Chemical Manufacturers’ Association and Pro- 
ceedings of the Joint Meeting with the Working Com- 
mittee of the 1.M.A. 

It was decided to nominate four members at Calcutta to 
represent the Indian Medical Association on the Joint Com- 
mittee of the I.M.A. and the Indian Chemical Manufacturers’ 
Association. 

The following were duly nominated as members of the 
Joint Committee:—1. Dr. A. K. Sen, (Calcutta); 2. Dr. 
A. C, Ukil (Calcutta); 3. Dr. A. D. Mukharji, (Calcutta); 4. 
Dr. R. Sinha, (Calcutta). 


Item 5: (a) FORMATION OF BRANCHES, 
The formation of following new branches were approved: 
Name of Local Provincial No. of Date of 
Branch Branch members formation 
1. Rohtak . Punjab ose) 1-10-51 
2. Qadian ese do. oes 6 1-10-51 
3. Kot Kapura ... do. pee 5 I- 4-52 
4. Faridkot son do. on 7 I- 4-52 
5. Bhusaval ... M. and Karnatak 13 I- 4-52 
6. Vengurla do. = 8 I- 4-52 
7. Sangamner do. dee 7 I- 4-52 
8. Pachora ite do. es 5 I- 4-52 
9. Kothagudium ... Hyderabad-Dn. 1 I- 4-52 
10. Khandwa ... Madhya Pradesh 13 I- 4-52 
Kurasia Coal 
Field a do. hia 7 I- 4-52 
12. Umreth .. Gujarat and Sau- 
rashtra 6 I- 4-52 
13. Anamalais . South India a 6 I- 4-52 
14. Choharpur . Uttar Pradesh ... 6 I- 4-52 
15. Dantan ngal 7 I- 4°52 
16. Kharagpur ‘oe do. on 23 I- 4-52 
17. Cooch Behar ... do. od 15 I- 4-52 
18. Ramjibonpur ... do. ie 9 I- 4-52 
19. Bolpur-V is wa- 
bharati I- 4-52 
20. Kolar Gold Field Mysore 9 I- 4-52 
21. Chichmagalpur do. 9 I- 4-52 
(b) REVIVAL OF BRANCHES. 
The following branches were revived :— 
1. Puinan ... Bengal 12 1-10-52 
2. Jaunpur 6 1-10-52 
(c) SUSPENSION OF BRANCHES. 
1. Nagapatam S. India I- 4-52 
2. Dumka . Bihar 1-10-51 
3. Agra - U.P. I- 4-52 
4. Chandausi do. I- 4-52 
5. Mainpuri do. I- 4-52 
6. Orai do. I- 4-52 
7 ili do. 


SUPPLEMENT 


VoL. No. 
OCTOBER, 1952 


Item 6: CONSIDERATION OF C.F.C. ARREARS. 
After due consideration, the following outstanding arrears 
were written off. 
Amounts to be written off 


of the 

ovincial 1948-49 1949-50 1950-5£ 1951-52 
1. M. and Karnatak ... 58/12/- see ote eee 
2. Rajputana «+» 92/12/- eee 
3. Andhra aes 260/- 
4- South India 95/- 
5. Assam... bon ove 


The Honorary General Secretary gave the latest position 
re. C.F.C, arrears and realisations up-to-date. 

On the recommendation of the Honorary General Secre- 
tary, it was decided to write off the outstanding amount of 
Rs. 85-15-6 against Shree Gurudas Bandopadhaya an ex- 
employee of the I.M.A. Central office, as advised Mr. R. K. 
Deb, Honorary Legal Adviser, I.M.A., Calcutta, in his letter 
No. R/196 dated 18th June, 1952. 

ADOPTION OF AUDITED ACCOUNTS. 
(1) Central office (from 1-10;51 to 31-3-§2) 
(2) Journal Dept. ( do. do. ) 

The Audited Accounts of the Central office and the 
Journal office for the ye naps ended 31-3-52—as circulated 
with the Agenda, were duly adopted. 

The Honorary General Secretary was authorized to open 
another current account in any other suitable bank instead 
of keeping the whole amount of the current Central Funds 
in one bank. 

The following resolution was passed :— 

** Resolved that a Current Account (Central Fund) or 
Short Term Fixed Deposit account in the name of the Indian 
Medical Association be opened with the Allahabad Bank Ltd., 
Delhi. This account as and when opened, would be operated 
jointly by either Dr. S. C. Sen, Honorary General Sec: . 
or Dr. A. P. Mittra, Honorary Joint Secretary, and Dr. H. 


Item 7: 


the Honorary Treasurer.”’ 


At this stage at the request of the Bihar members, the 
provisional dates of the next Conference at Patna were 
approved : 
Working Committee :—21st and 22nd December, 
Annual Central Council meeting: —23rd and 24th 
1952. 

No engagement but the Central Council might use this 
day, if necessary—25th December, 1952. 

Open Session of the Conference:—26th, 27th and 28th 
December, 1952. 

Dr. S. C. Sen, the Honorary General Sec , informed 
the members that Dr. Louis H. Bauer, President-Elect of the 
American Medical Association, Dr. D. Knutson, President of 
the World Medical Association and Dr. Morris Fishbein were 
likely to visit India for a week or ten days in October. There 
would be no expenses to be incurred by the Indian Medical 
Association for their travelling or stay. A programme was to 
be prepared by the Honorary General Secretary for these 
distinguished doctors so that they could meet the members 
of the Indian Medical Association and address them at several 
centres. 

The President announced that the next meeting of the 
Working Committee would be held at Vishakhapatnam on 
25th and 26th October, 1952. 


Item 8: CONSIDERATION OF RESOLUTIONS OF THE 
UTTAR PRADESH, KANPUR AND CALCUTTA 
BRANCHES REGARDING BACTERIOLOGICAL (BAC- 
TERIAL) WARFARE IN KOREA. 


The Honorary General Secretary read out the relevant 
correspondence and the resolutions which had been received 
from the Lucknow, Kanpur and Calcutta Branches and the 
Executive Committee of the U. P. State Branch. He had 
been asked by these branches to forward these resolutions to 


— 
I M. A. 
e 


Much dlectmion followed iu which peactically all the 
members present took part. 
The President, Dr. T. S. Tirumurthi said that 


* The Working Committee of the Indian Medical Associa- 
tion ptt ah that all Nations should agree, on humanitarian 
grounds, to ban Bacteriological warfare.’’ 


Item 9: CONSIDERATION OF PROPAGANDA GRANTS. 


(1) Letter No. dated 1-5-52 of Bengal Pro- 
vincial Branch for a gouty of Rs. 500/-. 


(2) — No. -8-5r and No. 

800 / 50-51 airs. ce the Punjab State 
Branch for a grant “ot 

(3} Letter No. 604/ 51-52 dated 6 5 Indian 
Provincial Branch re. tour of a member for 
membership drive from a different Provincial 
Area etc., and grant from the Central Funds. 


The Honorary General Secretary read out the above 
letters. He also read out the Circular No. 18 dated 18th 
Committee taken when the budget for the current year was 

some discussion the House decided not to approve 


Item 10; LETTER DATED 10-5-52 OF DR. CHAMANLAL 
M. MEHTA, BOMBAY, RE. MILITARY TRAINING 
TO ALL MEDICAL GRADUATES AND COMPULSORY 
POST-MORTEM EXAMINATION WHEN DIAGNOSIS 
IS DOUBTFUL, 


likely to agree to introduce 
"medical graduates due to 


Item 11: LETTER NO. F. 3G 51/377 DATED 13-5-52 OF 
THE MEDICAL COUNCIL OF INDIA RE. POST- 
GRADUATE DIPLOMAS AND ELIGIBLE UALI- 
FICATIONS FOR TEACHERSHIP IN A MEDICAL 
COLLEGE AFFILIATED TO A UNIVERSITY. 


The 


Item 12: LETTER NO. 1165/53/51-52 DATED 8-4-52 OF 
CAPT. H. N. SHIVAPURI, HONORARY SECRE- 
TARY, U.P. STATE BRANCH REGARDING DR. 
O. P. GUPTA, M.B. (NATIONAL) AND MEMBERSHIP 
OF THE INDIAN MEDICAL ASSOCIATION. 


After going through all the details of the case, it was 
decided that (Ur.) O. P. Gupta could not be enrolled as a 
been registered by any State Medical Council 


Item 13: LETTER NO. F. 25/4/5t-MI DATED 19-4-52, 
FROM THE MINISTRY OF HEALTH, GOVERNMENT 
OF INDIA, CONTAINING OBSERVATIONS OF THE 
GOVERNMENT OF INDIA, ON RESOLUTIONS OF 
XXVII ALL-INDIA MEDICAL CONFERENCE HELD 
AT SHOLAPUR. 


Item 14: LETTER OF HONORARY JOINT SECRE- 
TARY, INDIAN MEDICAL ASSOCIATION (Central 
office) ADDRESSED TO HON’BLE RAJKUMARI 
AMRIT KAUR, MINISTER OF HEALTH, GOVERN- 
MENT OF INDIA RE, PROGRESS AND PLANNING 
FOR THE FUTURE PERTAINING TO EXPANSION 
OF MEDICAL SERVICES, MEDICAL TRAINING AND 
ESTABLISHMENT OF MEDICAL INSTITUTIONS 
WITH SPECIAL REFERENCE TO _ ALL-INDIA 
MEDICAL INSTITUTE AND ACTIVITIES OF THE 
W. H. O. IN THIS COUNTRY. 

Joint Secretary read out 


Mittra, the Ho 
been written the Central office and 


out “secaived from the Ministry of Health. He also 
written by the Honorary General Secretary 
Minister. 

the Honorary General Secretary was 
approved. Further were to be 
reported to the Working Committee in due course. 


M MADHUPUR S. P. 
SUGGESTING FOR ABLISHING RAILWAY 
BRANCHES. 


The House did not approve 
Dr. S. C. Seal of Madhu re. formation of 
Branches of the Indian ical Association. 
Item 16: LETTER NO. 03/5452 DATED 1-4-§2 RE- 

CEIVED FROM fT BENGAL PROVINCIAL 

BRANCH TO ARRANGE FOR A DETAILED RECORD- 

ING OF THE PROCEEDINGS OF THE WORKING 

COMMITTEE AND THE CENTRAL COUNCIL AND 

CIRCULATION OF THE SAME TO THE PROVINCIAL 

HIN A REASONABLE TIME. 


The House decided that it 
nt to have all detain othe of 
meetings unless several 


of the Scheme by 
ial Railway 
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the Prime Minister and to the Secretary-General of The House decided to request the Central and State 
resolutions thus received or discretion -mortem examinations cases ‘ 0 gnosis. 
matter. In case of these resolutions bn. fs consideration, Tre relevant resolution of the All-Indi:s Medical Conference 
preferred to bring them to the notice of the Workin on the subject might again be forwarded to the authorities 
snitteo instead of forwarding them as deulved, as the and their attention drawn to it. 
Council at Ahmedabad in February, 1952, had decid The Provincial Branches were also to be requested to 
the Indian Medical Association, as a body, should n» move their respective State Governments on the subjéct oi: 
pig International political question particular! post-mortem examinations. 
was of a controversial nature, viz., the question of : 
use of Bacteriological ee the Korean War. 
was the position of the Medical Association 
International Peace Congress of Doctors which was proposed 
to be held in Rome. 
At this stage, ome member (Dr. A. K. Bose) observed 
that the resolutions were not political in nature but the 
Honorary General Secretary was dragging politics into them. consideration for the information of the House on the subject 
The Honorary General Secretary again read out the resolu- of recognition of Post Graduate certificates granted by 
tions and pointed out that in them all names of political =e ; : 
personalities and names of the belligerent countries and by 
organizations had been mentioned and thus these resolutions 
at once became political in nature. 
Dr. A. C. Ukil submitted that in his opinion, the Indian 
Medical Association was quite competent to pass a resolution 
on the subject on humanitarian grounds but no mention 
should be made of Korea or any other country, otherwise it 
hold any resolution or letter which he might be asked by a 
branch or branches to forward elsewhere and he could bring s 
the matter to the notice of the Working Committee for 
obtaining its directions. The President then put the question 
; whether the Working Committee would like to pass a resolu- 
tion on the subject of Bacterial Warfare on general humani- 
tarian principles or not. He asked for votes. The result of 
the voting was that 12 members were in favour of passing . : ° 
such a resolution and 9 were against it. ‘The decision of the The replies received were noted. 
House by majority was that a resolution on general lines 
should be passed and the Honorary General Secretary was 
authorised to draft the same and give it publicity. Since 
then, the Honorary General Secretary has drafted the follow- 
letter after which there was some ussion on the subject. 
The House felt that Government at the present -— were 
not ry Military Training 
implications. 
Iv 
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were employed on the shift basis and this involved 
. Attempts were always made by the : 

give a factual report with essential details 

would be maintained with an eye on further 

far as possible. 


Item 17: LETTER NO. F. 11-11/52/52D.s. DATED 
22-4-52 OF THE UNDER SECRETARY, GOVERN- 
MENT OF INDIA, MINISTRY OF HEALTH RE. 
DRUGS AND MEDICINES MANUFACTURED BY 


DUCTS WITH INDIAN SUBSTITUTES AND LETTER 
DATED a 5,5 OF DR, A. K. SEN, VICE-PRESI- 
DENT, 


President (the Kepresentative of the I. 
Advisory Board) was approved. Dr. 

the House that he was in corres 

ceutical Manufacturer's Association and that 
further developments in due course. 


Dr. S. C. Sen suggested that the Central office 
ed to enquire from Government on what basis 
pleased to recommend the preparations of Indian 
substitutes of reputed foreign preparations and especial 
these recommended preparations had been anal 
certified to be correct according to the claims of the respective 


Item 18: LETTER NO. 561(3)/51-52 DATED 24-4-52 AND 
{ -5-52 OF THE BENGAL 
PROVINCIAL BRANCH, 1.M.A. 

BANERJEA, IMMEDIATE PAST PRESIDENT RE. 
ITEM NO. 18 OF THE PROCEEDINGS OF THE 
WORKING COMMITTEE HELD ON 13TH AND 14TH 
FEBRUARY 1952 AT AHMEDABAD. 


The letter under question was read re. the request to 
delete a certain line of the Proceedings of the Working Com- 
mittee held on 13th and 14th February 1952 at Ahmedabad. 
The Honorary Joint Secretary, Dr. A. P. Mittra also read 
out a letter by Dr. T. N. Banerjea requesting the deletion of 
the passage and that he would have corrected the Proceedings 
had he been shown these before publication in the Journal. 


Dr. A. P. Mittra submitted to the House that Dr. 
Banerjea was not correct in saying that he had not seen the 
Proceedings. Dr. Banerjea had probably forgotten that the 
proceedings in question after being written, and cyclostyled, 
were later signed by himself after the conclusion of the 
working committee meeting on 14th February, as these had 
to be presented the next day, i.¢e., the 15th February 1952 
at the Annual Meeting of the Central Council. The Proceed- 

ings were read and approved of at the said Central Council 
meeting, when no objections were put forward and Dr. 
Banerjea himself was presiding. 


Dr. Mittra felt that these Proceedings had been approved 
of by the Central Council—the Sagonas authority of the 
Indian Medical Association. If any deletions or additions 
had to be made,’ only the Central Council could do it at its 
next meeting. 

The House referred the matter to the Central Council for 
consideration at its next meeting. 


Item 19: LETTER NO. 52 DATED Arps? OF THE 
HONORARY SECRETARY, JAMSH R BRANCH, 
REGARDING REFUND IGAINST THREE RAILWAY 
TICKETS PURCHASED FOR MADRAS DOCTORS 
ATTENDING THE WORKING COMMITTEE MEET- 
ING AND CREDIT OF RS. /8/- FROM THE 
CENTRAL FUND PAID LESS BY THE S. INDIAN 
PROVINCIAL BRANCH. 

The whole matter was fully discussed and those members 
of the S. Indian Provincial Branch who were present at the 
meeting, explained their viewpoint. The House decided that 
the request of the Jamshedpur Branch for adjusting the 
amount of Rs. 73/8/- against its C.F.C. at the Central office 


Honorary General Secretary should write 
Raghavan and ——> _ on behalf of 
mittee to pay up amount 
Secretary, Branch. 1.M.A. Jamshedpur. 


Item 20: LETTER NO. 31 eae Ayr. REGARDING 
REGISTRATION OF IM CHES (UNDER 
MAHARAHSTRA AND KARNAT AK) UNDER THE 
PUBLIC TRUST REGISTRATION ACT BOMBAY. 


After the relevant correspondence had been read, it was 
matter. 


Item 21: LETTER DATED 31-5-52 OF DR. T. S. TIRU- 
MURTI, PRESIDENT, CON1 AINING A RESOLUTION 
RECOMMENDING THE PUBLICATION OF I.M.A. 
BOOK OF MEDICAL SCHOLARSHIPS IN THE 
UNION OF INDIA ON THE BASIS OF THE B.M.A, 
BOOK OF MEDICAL SCHOLARSHIPS. 


Dr. Tirumurti withdrew the proposal. 


Item 22: ANY OTHER BUSINESS WITH THE PERMIS- 
SION OF THE PRESIDENT. 


1.’ Letter No. 201/51-52 dated 16th 
South Kanara Branch (under South Indian 
re. publication and printing the names of all the members 
the Association to facilitate nominations and elections 
President and Vice-Presidents. 


The House considered the letter, but was of the opinion 
that at present it was not possible to accept the suggestion. 


2. Letter No. 607 / $1- 52 dated 17th May 1952 of the 
Hony. Secretary, South Indian Provincial Branch, 1.M.A., 
Coimbatore, to Registrar, Madras University, re. concession to 
medical licentiates for obtaining M.B. B. 2’ Degres 


une 1952 of the 
incial Branch 


As the matter referred to in this letter was a matter for 
the Madras University, the Working Committee decided that 
no further action was necessary on the part of the Central 
office of the Indian Medical Association. 


3. Letter No. 644/51 52 dated 3rd June, 1952 of the 
Honorary Secretary dian Provincia! Branch, I.M.A., 
Coimbatore, re. gy HM. of more branches in the city of 
Madras and letters dated 17th and 25th June 1952 of Madras 
Branch in this connection. 


It was pointed out that if complete were made, 
the Working Committee (and the Central Council) might 
probably approve of the formation of several branches in the 
city of Madras. It was at the same time pointed out that 
it would not probably be a wise move as none of the branches 
would be in a solvent position and be able to carry on the 
work efficiently. It was further pointed out that there es 
not be any possibility of the Madras city bein 
Provincial status according to the present rules Pro hare I. MA A. 


ACKNOWLEDGMENTS: The following two resolutions 
were moved from the chair and passed unanimously : — 


(1) This meeting of the Working Committee of the Indian 
Medical Association places on record its deep appreciation and 
thanks for the hospitality and courtesy accorded to its 
members on the occasion of the meeting held at Indore on 
28th and 2gth June, 1952, by the Indore Branch and the 
Madhya Bharat vincial Branch of the I.M.A. 


2. The Working Committee of the Indian Medical 
Association offers its grateful thanks to the authorities of the 


M.G.M. Medicai College, Indore, for —— to hold the 
Tagore Library Hall 


meeting of the Working Committee in 
of the college at Indore. 

With a vote of thanks to the chair, the meeting 
terminated. 


Sd./- S. C. Sen, 
Honorary General Secretary 


S$4./- T. Trrumvurtt, 
President 
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uch could not be entertained. The House also felt that Jamshed- , 
es to pur as a branch should not suffer this loss and that the 
effort 
nt as Com- 
Honorary 
INDIAN FIRMS—NEED FOR POPULARISATION OF BP 
Po Bombay through the Bombay Provincial Branch for clarifica- 
The letter was considered and the action of the Central tion of the point. 
office in referring the matter to Dr. A. K. Sen, Senior Vicc- 
. on the Drugs 
ith the Pharma- 
he would report 
manutfacturers. 
The House approved of the action proposed by the of 
Honorary General Secretary. of 


SUPPLEMENT 


APPENDIX ‘A’ 


INDIAN MEDICAL ASSOCIATION 
(Central office) 


INSTRUCTIONS FOR SELECTION OF CANDIDATES FOR 
INTERNSHIPS AND RESIDENCIES ABROAD 


I. _ members of the Indian Medical Association who 
have good knowledge of the Indian Medical Association, its 
principles and workings, will be accepted. 

2. Ordinarily only young doctors—recently qualified and 
willing to stay abroad for 3-4 years should be selected. 

In U.S.A. and Canada, no diplomas like D.O.M.S., 
D.M.R.E., M.R.C.P., F.R.C.S. ete., are issued. As such, 
doctors going to U.S.A. and Canada for training in specialities 
will not be able to add letters after their names. There are, 
however, about 14 specialities for which doctors can get 
trained. After training (which usually last for 3—4 years) 
in approved hospitals, candidates can sit for Diploma ex- 
amination of Speciality Boards. If successful, candidates will 
get Diplomas which t t, can frame and hang in their consul- 
tation rooms. These Diplomas are highly thought of in 
U.S.A. and Canada and are accepted as evidences for senior 
hospital and teaching appointments. 

The Medical Council of India is being approached and it 
is hoped that it will recognize these diplomas for teaching 
and hospital appointments. In addition, it may be possible, 
in some cases, where the hospital is attached to a University, 
to work for M.Sc. or Ph.D. degrees. 

3. Fee of Rs. 5/- with each application is to be sent to 
the Central office by the Provincial Branches. This is not 
refundable and is to be credited to the Central office of the 
Indian Medical Association. 

4. Candidates selected finally by the Central Selection 
Committee must deposit at least Rs. 500/- (not refundable) 
before their names are sent up to the hospitals abroad. This 
will indicate their bonafide intentions and will be used for 
deposit against passage. 

5. Applications from men in services will only be con- 
sidered if the application is supported by proof that there 
will be no difficulty about leave of absence and release, 
whenever the appointment is likely to mature. 

6, Provincial and Local Branches must make sure that 
candidates selected by them have necessary funds (about 
Rs. 10,000/-) at their disposal, and that there will be no 
health certificates, passports and visas, and 
about their departure, even at short notice. 

7. Only those used to Western methods of living and 
willing to have usual Western type of food, should apply and 
be selected. 

8. Candidates must possess good command of spoken 
and written English. T must not have accents not 
understood by Americans. 

9. Applications should be submitted as per preforma 
enclosed. 

S. C. Sen, 


Honorary General Secretary, 
LMA., Central office. 


INDIAN MEDICAL ASSOCIATION 
(Central office) 
Application as proforma to be submitted in plicate 
to be sent to the Central office, 
along with a fee of Rs. §/- 


PROFORMA: 
Subject for Study 


Name. 


Address 

Married or Single 

Member of Branch. 
Date of Joining I.M.A. 


Qualifications 
(a) Academic 
(b) Experience- 
(c) Other qualifications 
Copies of Testimonials, not more than three, to be 
attached—one of which must be from the Dean or 
Principal of the Medical College——————————— 
Names and addresses of two references to be sent. 
I. 
2. 
THREE copies of Passport size photograph—with name 
and addresses in Block letters—to be attached with 
the application. 


TRAVANCORE-COCHIN MEDICAL 
CONFERENCE 


The second annual Conference of the Travancore-Cochin 
Medical Association was held at the Government House, 
Kottayam on the 24th November, 1951. One hundred and 
thirtynine delegates from different branches were present. 
The general session was preceeded by a business meeting in 
which Dr. N. Krishnan Tampi presided. After the speech of 
Shri G. Chandrasekhara Pillai, the Minister for Health of the 
Travancore-Cochin State, Dr. Kesavan Nair, the hony. secre- 
tary presented the annual report of the branch for the year 
1950-51. The report showed that the membership of the 
Association had risen from 344 to 441. It also contained a 
brief account of the activities of the branches. The state- 
ment of accounts was also presented and passed. New 
office-bearers were then elected with Dr. C. O. Karunakaran 
as president and Dr. R. Kesavan Nair as secretary for the 
year 1951-52. 

The general session commenced at 2-30 p.m. The 
Chairman of the Reception Committee Dr. P. T. Thomas 
welcomed the delegates and the distinguished visitors in a 
neat little speech. Next Dr. P. V. Cherion inaugurated the 
Conference. He also presided over its deliberations. Dr. 
Cherion in course of his address, said, 


“‘ With the progress of knowledge, prevention of diseases 
has become more important than cure. Proper maintenance 
of health of the whole population should be our aim, and for 
this more medical men are required. Unfortunately the 

resent number is insufficient. In Russia they started the 
‘elcher system, training people for shorter period, to over- 
come this shortage. We cannot accept this. They have 
themselves given it up. A proper knowledge of scientific 
medicine cannot be had with a short period of medical educa- 
tion, and the standard should never be lowered. 

The All-India Medical Council has suggested a degree 
course of four and a half years, with one year of house 
surgeoncy. No person should be allowed to practice without 
the practical training derived from the house surgeoncy. In 
certain colleges shift system was introduced to train more 
students. Medical education needs more of individual atten- 
tion. In olden days the number of students was not large 
and the teacher knew both the strength and the weakness of 
his pupils. But now the number has become so large that 
no personal contact is possible. It would be better to close 
down an institution rather than admit such large numbers 
and train them by the shift system. 

Referring to the indigenous systems of medicine he 
continued, ‘‘ Unfortunately we who have been trained 
scientifically cannot accept these systems though we are asked 
to accept hen. Ayurveda and Unani are systems of arrested 
growth. They stopped growing a few hundred years ago, 
probably due to suppression by outside agencies. My advice 
would be that you should not condemn the other systems of 
medicine. I have seen cases cured by other systems where 
we have failed. But I am against the training in indigenous 
medicines up to the University standard, though I agree with 
part of their training. 

Medical relief can be cheaper only if medicines become 
cheaper. Proper treatment can be given only if genuine 
drugs are available, and India has to depend on other 
countries for them. If the Government allow duty free import 
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common man will benefit. 

A word about the medium of instruction. There is a 
cry for teaching even scientific subjects in Hindi. In m 
opinion English should continue as the language in whic 
scientific subjects are taught. It is spoken all over the world 
and it gives easy access to progress in every branch of science. 
Even European text books are translated into English. A 
false sense of patriotism should not make us sacrifice English. 
It will result in a lowering of standards and ultimately drag 
the country down. 


Dr. P. V. Cuertan, THE CHAIRMAN OF THE CONFERENCE. 


Education should not be interfered with by external 
influences. Universities should be autonomous. They should 
lay down standards regarding education and selection of 
teachers. Government at political influences are likely to 
reduce these standards and act detrimentally to the progress 
of education. There are certain services associated with 
medicine which deserve attention, particularly nursing. 
Nursing in India is a very neglected service. Before the 
attainment of Independence, this service was almost the 
monopoly of Anglo-Indians. Now the pay is os and the 
work hard with little provision for other comforts, and so 
there was no impetus for the more respectable class of girls 
to take up this profession. Nursing is a profession that 
deserves generous support. Even humanitarian work should 
have its return in elementary comforts. We cannot expect 
the selfless devotion of Florence Nightingale or Roman 
Catholic nuns in all, and the status and pay of nurses should 
be improved. 

There is much talk about medical men serving in the 


villages. Villages form the backbone of the country and the 
villagers’ health must be looked after. But the medical 
profession should not be penalised by the imposition of 


compulsory work in rural centres. Are the conditions in the 
villages attractive for the medical men trained in the cities 
and used to certain amenities? Are there proper schools for 
their children or decent quarters for their living? Can any 
other highly educated professional man be asked to stay in 
the village and will he do it if asked? The only solution 
will be to bring the cities to the villages and the villages to 
the cities. Every village cannot be given well equipped 
hospitals or sanatoria, but it can be brought closer to them 
by improving communications. The question of tackling 
emergencies in the villages requires consideration. 
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Medical 


Our profession owes ‘a great duty to the public. 
education is financed partly by the Government and partly 


by the guardians or parents of students. The Government 
puts into it more than the student contributes. Therefore 
one should take up the profession only after mature considera- 
tion. Many of us have become medical men accidentally and 
not after proper consideration. One must decide on his 
future profession as early as possible even at the school stage 
and prepare himself from that time for his professional educa- 
tion. There should be a proper background of the other 
basic sciences. Because of its importance, pre-registration 


course is coming back in many western countries. A proper 
sense of duty and responsibility is lacking in us. We do not 
Every human 


_put our heart and soul into our profession 
lite is important. It may be that we had copied the idea 
from our foreign masters that poor human lives were not 
valuable. We should get rid of that idea and respect every 
haman life. 

The ancillary profession of dentistry has not developed 
sufficiently in this country though it is very popular and 
remunerative in the West. The National Health Scheme is 
commendable as it brings medical relief to every citizen of 
the State. Some similar scheme should be introduced in this 
country also. The children are the future citizens and their 
health is of great value. There should be proper medical 
inspection of school children and an efficient follow up. Then 
and only then can a healthy nation be built up. All these 
matters deserve our attention individually, and collectively 
through our Associations. 


The session came to a close at 4 p.m. and the scientific 
session commenced its sitting at 5 p.m. with Dr. P. V. 
Cherion in the chair. The following papers were read:— 


(1) Coronary Diseases—by Dr. A. K. Menon. 

(2) Cancer Cervix—diagnosis and treatment—by Dr. P. 
Kalyanikutty 

(3) Some Public Health Problems—by Dr. R. M. Mathew. 


The following resolutions were adopted in the Confer- 
ence : — 

1. This Association places on record its deep sense of 
sorrow at the demise of Dr. (Mrs.) T. Francis, and Dr. M. K. 
Gopala Pillai, two of its active members. 


2. Resolved to request the Indian Medical Association 
to move the Central Government to give preference, other 
conditions being equal, to children of doctors, in the matter 
of admission to the Medical Colleges. 


3. The fee fixed by the Travancore-Cochin Government 
for the issue of vaccination and inoculation certificates in 
International forms is one rupee per head. It is degrading 
for a medical officer to accept this paltry sum. Resolved 
that to keep up the dignity of the profession the certificate 
should be given free if the fees cannot be raised 

4- This Association requests the Government and the 
University not to include any modern medical subjects in the 
curriculum of the Ayurvedic courses as the practice of modern 
medical subjects with incomplete knowledge will be dangerous 
to the public. 

5. This Association views with concern the Order passed 
by the Travancore-Cochin Government regarding the re- 
entertainment of retired medical officers, as their appointments 
to responsible places will hamper the chances of younger 
people in the department getting the experience obtainable 
from such posts. 

6. This Association requests the Government of Travan- 
core-Cochin to institute the honorary system as is in vogue 
in Madras, to overcome the paucity of hands. Appointment 
of any retired medical officer, who is to be re-entertained, 
should be as an honorary medical officer with a limited 
number of beds 

7. This Association requests the Travancore-Cochin 
Government to take early steps to implement the integration 
of medical services as the due promotions and increments of 
pay are withheld pending integration 


8. This Association requests the Travancore-Cochin 
Government to enforce the penal clause in the Medical 
Practitioners’ Act at an early date to prevent abuse of 


medicines by usauthorised people with disastrous result 


9. Resolved that the rule pertaining to the number of 


Vice-Presidents be amended as follows: 


** There shall be three Vice-Presidents."’ 


3 
4 
‘ 
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BRANCH PROCEEDINGS 


ASSAM PROVINCIAL BRANCH—A ee & 
branch was held on 20-7-52 with Dr. Lala S. S. 
chair. Seven members were present. A Managing Committee 
was formed, which would meet every month. has guna! 
body, it was decided, would meet once in 3 months. 


BEZWADA BRANGH—The annual meeting of 


explained the various aspects of Chemo- 
therapy in Tubercu and also of B.C.G. Dr. P. Venkates- 
wara Rao read a paper on Acute —— with Special 
reference to the early diagnosis of atypical cases. 
CACHAR BRANCH—A meeting of the branch was held 
on 26-7-52 with Dr. S. K. Datta in the chair. Sixteen 
were present. After the normal business was over, 
Dr. M. K. Chaudhury read a paper on Hemoptysis. 
Another meeting of the branch ng 4 held on 28-6-52. 
the 


president elaborately 


. Pitchari tchari Robert in 


Ulcer" was arranged in which 
Subramaniam, Leelakrishnan and Warrior took 
ERODE BRANCH—A meeting of the 
on §-7-52 with Major R. V. N. Nayudu in the 
Govindan Nair spoke on “ Venereal Diseases, 
features and modern methods of treatment.’’ 
GIRIDIH BRANCH—A meeting of the branch was held 
on 22-6-52 with Dr. H. C. Chatte in the chair. Twelve 
members were present. The members offered congratulutions 
to the doctors who were elected to the State Legislatures and 
In the Essential Goods Bill which was 
nt, the members that 
medicine and invalid foods should be included. 
GHUGUDANGA BRANCH—A meeting of the branch 


Sen Gupta read a paper 
on” 


KANPUR BRANCH—The branch celebrated the In- 
dependence Day at the Temple of Service on the 15th August. 
A clinical meeting of the branch was held on 17-8-52 with Dr. 
B. N. Bhallay in the chair. Dr. B. B. Bhatia, Professor of 
medicine, K. G. Medical College, Lucknow, delivered a 
lecture on ‘‘ Trend of recent advances in modern medicine.” 

MADRAS BRANCH—The Madras branch of the I.M.A. 
arranged a tea party on 6-5-52 at the Madras Medical College 
to felicitate Dr. T. S. Tirumurti on his election as President 
of the I.M.A., Dr. Uz. Krishna Rao and Dr. M. V. Krishna 


On 19-7-52. 
Anbunathan read an on Antibiotic Therapy 


in General Practice." Barnes, presented a radio- 
graph of the Pelvis in case of Carcinoma of the Prostate 

ith secondaries in the bony pelvis. Dr. H. S. Thomas gave 
a wbeilllant review of bie tons af U.S.A. with colour slides. 

MALABAR BRANCH—A meeting of the branch was 
held on 26-7-52 with Dr. C. K. Menon in the chair. Thirty 
members were present. The president declared open the 
Reading Room. Two interesting papers on (r) 
by Dr. C. K. Menon and (2) Prolonged Pyrexias by Dr. C 
Parasuram were read. 

MALEGAON BRANCH—A meeting of the branch was 
held on 20-7-52. All members were present. It was decided 
to start a medical library of the branch. Dr. G. H. Thuse 
spoke on “* Addisons’ disease."’ 

MUZAFFARPUR RRANCH—A meeting of the branch 
was held on 27-7-52 with Dr. N. N. Gupta in the chair. Ten 
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Capt. Das Gupta read a paper on 


* Ascitis.”* 
SABARMATI BRANCH (SABARMATI MEDICAL 
SOCIETY 1.M.A.)—A maid the branch was held on 
19-7-52. Dr. Miss Tanumati spoke on ‘‘ Dysmenorrhma 
in Practice.’ 
In the monthly of August 1952 Dr. H. J. Mehta 
read a paper on “ Acute trics.”” 


SHIMOGA BRANCH—A meeting of the branch was held 
on 16-8-52. De Shenbhe . The 
following subjects were discussed, 
Menifestation of Neural tous Pyrexia 
by Dr. K. Mohideen (2) Case Reports of Hepatitis 
by Dr. S. Gurumurthy. 


TANJORE BRANCH—A meeting of the branch was held 
on 15-6-52 with Dr. N. R. Subramaniam in the chair. Thirty 
two members were present. A condolence resolution on the 
death of Dr. U. Rama Rao was passed. Dr. P. V. Cherian, 
Dr. U. Krishna Rao, Dr. M. V. Krishna Rao and Dr. 
Nathamuni were felicitated on their assumption of offices in 
the Madras Legislative Assembly and Council. 

Another eran of branch was held on 27-7-52 with 
wr N. R. Subramaniam, in the chair. Thirty Eight members 

were present. A resolution was passed authorising the presi- 
dent to take suitable steps for collection of funds to construct 
a building to house the association. Dr. P. Narayana Rao 
then demonstrated a case of Pruritis. Dr. K. Ramchandran 
spoke on ‘* Modern Trends in the treatment of peptic ulcers. 


TIRUCHY BRANCH—A meeting of the branch was held 
on 12-7-52. Fift; members were present. Dr. Srinivasan 
was in the chair. Dr. P. Natesan gave a talk on “‘ Recent 
developments in Venereology.’’ 


TIRUNELVELI BRANCH—A meeting of the branch 
was held on 28-6-52. Thirtysix members were present. Dr. 
S. Chandrasekharam gave a talk on “ Pleural Effusions.”’ 
Films on “‘ Tolserol in Rheumatism and Anzsthesia 
were also shown. 

Another meeting of the branch was held on 26-7-52. 
Fifty members were present. Ten distinguished guests also 
attended the meeting. Dr K. Chintan Nambiar gave an 
interesting lecture on *‘ Recent Advances in Neurosurgery. 7 
Next Dr. R. Subramaniam read a paper on the ‘‘ Manage- 
ment of Hypertension.’ 

TRAVANCORE-COCHIN STATE BRANCH—A special 
meeting of the branch was held in the Auditorium of the 
Medical College, Trivandrum on 7-1-52, in honour of the 
visit of the Hon'ble Sri Rajkumari Amrit Kaur. About 120 
members from the branches were present. The president of 
the association, Dr. C. O. Karunakaran in welcoming the 
Hon'ble Minister, invited her attention to the following pro- 
blems, (1) the tendency to lower the standard of medical 
education by introducing shorter courses, (2) dilution of 
modern medicine with indigenous medicine (3) shortage of 
essential drugs and instruments (4) flooding of the market by 
spurious or adulterated drugs and chemicals (5) need for 
immediate enforcement of food and drug act. The Hon'ble 
Minister in her reply dwelt at length on all the problems 
mentioned by the president of the association and said,. ‘I 
can assure you on behalf of the Government of India that 
you will certainly have our Lote regen A, in anything which 
you wish to do for the betterment of the practice of your 
profession."’ 

UTTAR PRADESH STATE BRANCH—The third meet- 
ing of the working committee of the Branch Council was held 
on 22-6-52. Four members were present. At the outset a 
condolence resolution was passed on the death of Dr. V. P. 
Gupta of Meerut. Re. the letter of the D.M.H.S., U.P. regard- 
ing the reporting of sudden unnatural deaths to proper 
authorities. the committee made certain sugeestions and 
declared that the association would oppose if the matter is 
placed in the hands of the police at any stage. Regarding 
Dr. Atal’s resolutin, the letter of the secretary-general 


The committee suggested that the Lucknow 
Medical College be taken over by the Government and the 
practice of fully paid staff be stopped. 


— 
| 
in the chair. A condolence resolution was passed on the ¥ 
Laryngeal concer with metastatic glands in the neck. 
; COIMBATORE BR the branch was 
- held on 2-8-52 with Dr. I the chair. The 
Dr. K. Narayanamurthi, president of the Madras branch was 
in the chair. It was a very pleasant function and many 
distinguished persons were present on the occasion. 
MADURA BRANCH—A meeting of the branch was held 
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FOR YOUR PRESCRIBING 


Bince 1946, penicillin has been identified by the suffiz ‘Glazo’. For proprietary 
Glaxo penicillin preparations, too, there is a short identification... the suffi 
‘pen’. Betopen, for ezample, names the new penicillin ester for treating lung 
infections. When prescribing specialised penicillin, you will find a ‘pen’ name 


to suit your particular need. 


Ory powder for aqueous 
injection; each vial contains 500,000 
units of an ester of penicillin G that has 
special affinity for lungs. Single-dose 
phials. 


Ory powder for injection as 

aqueous suspension containing 

in each standard dose of | cc. 300,000 

units procaine penicillin G and 100,000 

units sodium penicillin G. I-dose and 
$-dose phials. 


Ointment 
2,000 units sodium 


Penicillin G per gram—for intensive 
local therapy. §-oz. tubes. 


High Potency 
Ointment 


25,000 units sodium penicillin G per 
gram—for ocular and resistant skin 
infections. | drachm tubes. 


Oral Tabiets 


200,000 units sodium 


penicillin G per tablet—for systemic 
therapy by mouth. Tubes of !0 tablets, 
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GLAXO LABORATORIES (INDIA) LTD.,BOMBAY CALCUTTA. MADRAS 


Copyright LAS. (8) 
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ORIGINALITY IS THE “HOECHST” KEYNOTE 


These preparations were originated and first introduced into medical practice by 
Farbwerke Hoechst, Germany : 


NEOSALVARSAN the original arsenical known as “Bhelich’s 914” 
ANAESTHESIN the original “benzocain” 


OCAIN the original “procaine hydrochloride”, the most used 
local anaesthetic without which even the depot-penicillins 
could not have come into existence 


PANTOCAIN the original ‘‘amethocaine hydrochloride”, or “tetracaine 
. hydrochloride” for local anaesthesia 


PYRAMIDON the original “ amidopyrine” and leading antiphlogistically 
acting antipyretic, analgesic and antineuralgic 


the original “pethidine hydrochloride”, the powerful 
anti-spasmodic and analgesic for oral, and 
rectal administration 


POLAMIDON the original “amidone” or “methadone” for all types of 
very severe pain 


SALYRGAN the original “mersalyl” and powerful, non-toxic diuretic 
for oral, parenteral and rectal administration 


the original preparation by Dr. Robert Koch wh ked 
TUBERCULIN laboratories of Farbwerke Hoechst 


the original “ Vitamin C”, first isolated and crystallised 
b < Szent-Gyoergyi who worked with Farbwerke 
oechst 


CANTAN 


DEPOT-INSULIN “Hoechst” _the first depot-insulin free from protamine zinc 
AND MANY OTHERS 
When you prescribe these original preparations, your patients enjoy the 


benefit of the longer clinical and manufacturing experience of the first and 
original makers, 


FARBWERKE HOECHST 


Frankfurt (M)-Hoechst 
GERMANY 


Literature and supplies available from the , 
Sole Importers: FE DCO LTD., 241, Princess St., BOMBAY 2 


Caleutta : PHARMA TRADING CO. LTD., 3, 4, & 5, Lindsay St., 


Sub-distributors: Misdras: INDO AGENCIES LTD., 67, Dr. Alagappa Chettiar Rd., 


"When replying. please mention the Journal of the Indian Medical Association 
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OF TUBERCULOSIS 


TRADE MARK BRANO 


ISONICOTINIC ACID HYDRAZIDE 
(PYRIDINE — 4 — CARBOXYLIC ACID HYDRAZIDE) 


The Government of India has now released this drug 
for sale to the public on prescription only. For supplies 
and literature please write to the agents for India 
at any of these addresses :— 


GILLANDERS ARBUTHNOT & CoO, LTD. 
Post Box 174 Post Box 281 Post Box 261 
Calcutta 1 Fort Bombay Madras 1 
Post Box 38 Post Box 13 

New Delhi Kanpur 


Enquiries will be welcomed from dealers in a position 
to import 'PYCAZIDE’ brand Isonicotinic Acid 
Hydrazide tablets on their own Import Licences. 


HERTS PHARMACEUTICALS LIMITED. 
WELWYN GARDEN CITY, ENGLAND 


When replying, please mention the Journal of the Indian Medical Association 
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Rational 
Lipotropic Therapy 


with 


PROTOGEST-“L” 


A palatable Protein Hydrolysate containing 
Peptides and Amino acids from Liver and: 
Vegetable Proteins 5.5 gms, Methionine 
500 mgms, Choline Hydrochloride 250 mgms, 
Vitamin B, concentrate 10 micrograms per 
fluid ounce. 


APPARATUS 
A combined colori-meter Navaratna 


to facilitate the deter- : ~ 
Pharmaceutical Laboratories, 
P. B. No. 13, Mattancheri P. 0., 
COCHIN. 


INJECTABLES 


SAFE AND DEPENDABLE 


A wide range of parenteral tions for meeti 
the growing requirements of the ical Profession = ‘ 
pevoqmned in our Laboratories. They are made from 

tandard Chemicals employing double distilled and 
PYROGEN FREE water. Their containers (ampoules) 
undergo rigid neutrality tests before they are selected 
for use. These Injectables are therefore guaranteed to 
be absolutely safe and dependable. 

The following are but a few of our wellknown 

Injectables : 

*RETICULIN ..A potent extract of Liver 

manometer. 2 

ese blood-pressure *HEXOPURIN .. A urinary Antiseptic 


*CALCITOL _ . Injectable Calcium Gluconate 
ras) *BEVITAMIN ... ,, Vitamin B, 
THE IMPERIAL *CEVIATMIN ,, Vitamin C. 
btye LUCKNOW & PATNA *GLUCOSE SOLN. , Pure Dextrose 
The Mysore Industrial & Testing Laboratory, Lid. 


~ Malleswaram, . Bangalore 3. 


Principal Agents in India : 
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Terramycin 


becuse: PROMPTLY EFFECTIVE 
“In one series of 20 young patients with bacterial 
‘pneumonias, Terramycin therapy produced 
“uneventful recoveries with striking 
clinical improvement within 48 hours, 
‘and often within 24 hours.” 
WELL TOLERATED 
{In a comparative study." Terramycin wad 
jhown to have the lowest incidence of 

reactions in a series of young patients 


Distributor: 
DEY’S MEDICAL STORES, LTD, 25 BroadsStreet, New York 4, ¥, U.8.4.' 
Bombay — Calewtta — Madras a 


The World's Largest of Antibieties 


Terramycin + Pepieiiiia + Steptomysin/- Dikydrasteeptomycia - Combiotc 


When replying, please mention the Journal of the Indian Medical Association 


broad-spectrum antibiotic of choice 
‘reated lor primary atypical pneumonis 
Available in a wide variety. fwhique 
dosage forms for oral, intravenous and 
maximum convenience, flevibytity ame 


].1.M. A. ADVERTISER 


( VITAMIN B-COMPLEX ) 
ORAL 


U.D.-Blex offers the essential factors, Thiamin, Riboflavin, Niacinamide 
Pyridoxine and Pantothenic acid. Its efficacy has further been enhanc 
‘by the addition of Liver Extract. Because of its tonic and stimulating 
action, it is an excellent nutritional adjuvant and can be taken as a routine 
in convalescence after acute illness, during pregnancy and lactation and 
as an adjunct to parenteral U.D. Vitamin B-Complex therapy. 
PACKING 
Bottles of 4 fl. ounces. 


UNION DRUG CO.LTD. 


285, BOWBAZAR STREET 
CALCUTTA—I2 
T’Phones — T’Gram :— 


Bank : 7211 ““Benzoic” CAL. 
” 1901 


| 
Vitamin B-Complex is a fundamental requisite of nutritional adequecy. 


Volume begins in Januery— A 

Subscription may commence | SUBSCRIPTION: 

from any period -Back copies | 1952 
may not be available, SINGLE COPY Re. 1/- in ADVANCE. 


The Manager, The Antiseptic, Post Box No: 166, MADRAS-1. 


Offices at: 


GOMBAYs 
LONDON: CALCUTTA: 

4, Bock to, Homji 
20/27, High Melber 


When replying, please mentiow the Jowrnal of the Indian Medical Association 
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For little patients 


Sick children are proverbially fractious. 
and mother knows how difficult it is tc 
follow the doctors orders as to diet... 
But the physician too, understands her 
difficulties, and that is why he pres- 
cribes NESTOMALT, 2 delicious all- 
round drink, fortified with Vitamin B,. 


The result of many years of scientifilc 
research, NESTOMALT Is prepared 
from barley, malt and other cereals, 
also fortified with additional Vitamin 
B, to help offset dietetic deficiencies 
and provide that extra nourishment 
which assists speedy recovery. 


Write for free literowre NESTLE'S PRODUCTS (INDIA) LTD. 
P.O. Box 396 O. Bex 315 Bombay. O. Box 160 Madras. 
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Ts the dispensary 
Quality Matters Most 


The standing and reputation of the manufacturer, the quality 
and purity of the ingredients used, the equipments and the 
rigidity with which the scientific tests are made are the basic 
factors in the ultimate efficacy of a doctor's prescription. 


Physicians and pharmacists are well aware of the high 
standard of quality of Sara products. They know too that 
in many instances this quality is even higher than those set 
down in British Pharmacopoeia. 


Among the products manufactured are : 


* Calcium Lactate B. P. 

® Ferri et Quinine Citras B. P. C. 

® Ferri et Ammonii Citras B. P. 

* Potassium Acetate B. P. 

* Potassium Citras B. P. 

SARA * Calcium Glycerophosphate B. P. C. 

SARABHAI CHEMICALS * Other Glycerophosphates ( on request ) 
POST BOX 31, WADI WADI, BARODA. ® Calcium Sodium Lactate B. P. C. 


CHEMOTHERAPEUTIC AGENT 
Against TUBERCULOSIS 


® No incompatibility 

® No toxic effect—Perfect tolerance 
® No antivitaminic action 

® No accumulation in the system 

© No gastric upsets 


SEROCHIMIE S. A., GENEVE 


Particulars from :~MASCARENHAS & CIA, Post Box 264, Bombay 1 
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SHARK 
LIVER OIL 


An all round tonic & “restorative for 
potients of all ages. 


COMPOSITION 


Each ounce of SHARKOFERROL represents :— 


SHARKOFERROL 


In botfles of 1 Ib. 


ALEMBIC CHEMICAL WORKS CO. LTD.,, BARODA 


What lying, please mekflon the Journal of the Indien Medical Association 
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VITAMINS 
FOR'E TONIC 
DIETARY: | FOODS 
DEFICIENCIES, 
MALNUTRITION, CONVALESCENCE 
2 
Vitamin D 4000 LU. 
Saccharated Oxide of tron 3 Gms 
Hypophosphites of Lime, Sodium & Potassium 10 gre. 
Vitamin 
mgms. 
30 mgms. 
Copper & Mamganese Traces 
Palatable Base enric 
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Doctors prescribe Chicken Essence 
in febrile conditions, mainutrition, 
convalescence, pregnancy and lactation. 


Orally administered Chicken Essence 
is the best assimilable protein. 


Smith Stanistreet Chicken Essence is 
prepared from selected chickens and 
is extremely palatable, easily digestible 
and provides fresh energy and vitality. 


ENTRATED 
Sau Smith Stanistreet Chicken 


Calcutta Bombay Madras Kanpur 


FOR SYPHILO—THERAPY 


THIO-SARMINE ACTI-BISMUTH 


A trivalent} aromatic arsenical for Bismuth in ultra-microscopic suspen- 
parenteral use (Painless) with a solvent 
supplied free. Also used satisfactorily in 


“Eosinophilic Lungs,” Relapsing fever | Injection, Obtained in 10 cc. rubber- 
and Filariasis. Intravenous use with re- 
distilled water as solvent, Found to be capped phials and 1 oc. ampoules, six 


innocuous by the critics, 
Supplied in graduated doses, 


sion, activated, painless intramuscular 


Try our Quinine Bihydrochlore, Calcium Gluconate and Glucose solution 
in ampoules in different strength and doses of guaranteed reliability, 


THE BRAHMACHARI RESEARCH INSTITUTE 


82/3, Cornwallis Street, CALCUTTA-4. 
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Supplies Essential 
Amino Acids, 
Vitamins and Enzymes 
for 


Each fluid ounce contains ; 
Amino Acids 6000 Nicotinic 
pc co! it 
Folic Acid Proteolytic Enzyme wana 
Vitamin (B,) ‘U. Amylolytic Enzyme 


Riboflavin (B,) 
Pyridoxine (B,) 


INDICATIONS : 


Protein deficiency due to malnutrition, Typhoid and other 
infectious diseases. Gastro-enceritia, Peptic Ulcers, Liver 
Cirrhosis, Dyspepsia, C A s, Flatulence, Pre and 
Postoperative managements. Nutritional CEdema, Anemias, 
T ulosis etc., etc. 


Sole Distributors 
Stadmed Distributors Ltd., Calcutta 4 


BRONKOL | 


For Asthma & Chronic Bronchitis 


®@ Bronkol is preventive and curative 
®@ Bronkol has no bad after effect 
®@ Bronkol is convenient to take 


Compositions:— Ephedra, Saussurea 
Lappa (Kut), Theobromine, Atropine, 261, Hornby Road, Bombay. 


Phenolphthalein, Phenacetine & Calcium. = 
Available at leading Chemists. Literature 
and clinical sample on request. SERPINA 


is manufactured by Himco Laboratories 
Tropical Chemical Works who gave you DIABETOX, MALARINA, 
25, Indra Biswas Road, Caloutts 87 LEUCOL, KURCHINA etc. 
Phone: B. B. 1606. 
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GLUCOSALINE 


5% Glucose in Normal 
Saline (Pyrogen-free) 


For intravenous, 
rectal administration. 


AVAILABLE IN 540 C. TRANSFUSION 
BOTTLES COMPLETE WITH ATTACHMENT 


Pasteur Laboratories Ltd. 


2, CORNWALLIS STREET, CALCUTTA 6 


PHONE : B, B. 3346 TELEGRAM : “PASLAB” 


ALLIANCE TRADING CORPORATION 


CALCUTTA 


Colcium-liver-Vieamin 
of proved efficiency in the 
cases of Calcium deficiency, 


HAEMOCALCIN * 


wasting conditions, Respiratory 
Vit 3, & 6. disorders, Haemorrhage & 
Anaemia ete. Available both 


for Intra-muscular Injections non-toxic in 2 & 5 c.c- 
ampoules and for Oral administration in 8 oz* 


Full particulars from 
Calcutta Polyclinic Limited. 
6/A, Surendranath Banerjee Road, 
CALCUTTA-18. 


: Some Notable Specialities 


ELIXIR MELGADINE:- Tonic & Recuperative food 
adjunct in Convalescence & Wasting Diseases. 
CIVALBROM :-A Sedative. 


HEPOBYLE with METHIONINE an 
CHOLINE :- A tried Remedy for Slusgish Liver. 


LEUTOVARIN :-For irregular Menstrual functions. 


PULMOSIN :- For any gl Catarrh and 
Whooping C 


Dragon Chemical Works(R) Ltd., 


Post Box No. 52, Caleutta—1. 


= 


Bed-side Medicine 
i” Rar Dr. A. MAJUMDAR BAHADUR, Professor 
Clinical hMedicine, Medical College, Calcutta, Retired. 
complete textbook of Medicine. and 
containing: (i) latest methods of case examination 
— instrumental and laboratory, simple and special- 
nd (ii) full a of diseases, me by sys- 


Therapeutic perenge 1961-52 are recently added 
~ isthe most comprehensive, authoritative, 
on read textbook con- 
Indian Diseases. 
Twenty-two, postage Re. | only 
Selentitic Publication Concern 
‘Wellington Square, Calcutta | 18 


Third TB Seal Sale Campaign 


2nd October 1952—26th January 1953 


Buy more Seals for greater 
relief to sufferers from TB 


For supply of TB Seals contact 


Bengal Tuberculosis Association 
60-3, Dharamtala Street, Calcutta-13 


When replying, please mention the Journal of the Indian Medical Association 


Hemorrhage, Shock 
emergency conditions. 
| 
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after large doses of iron com- 
pounds. 


*Plastules’ 


Jong illnesses, often result in Anemia — prescribe 


| 
JOHN. WYETH & BROTHER LIMITED, LONDON 
Distributors im india and Burma: GEOFFREY COMPANY, UMITED 
Pekiscan. Gtorrney MANNERS & CO. (PAKISTAN), Lahore-Karechi-Chitagong 


Ceylon: MILLERS LIMITED. Colombo 
Malays: ANGLO-THA) CORPORATION LIMITED, Singspore 


When replying, please mention the Journal of the Indian Medical Association 


AEMATINIC COMPOUND 
. 
at is no better proof of 
the efficacy of ‘Plastules’ = 
than the number of doctors 
who will prescribe no other as y 
« small soluble gelatine PUSTULES 
Ti biastutes’ arecasyto | | 
swallow, the capsule pro- 4 iW 
tecting the teeth from iron- 
_ discoloration. Besides, the 
small dosage prevents any 2 
or colic which often occur , =a & 
e 
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CALCHEMICO’S 
Chemo-therapy for Respiratory Disorders 


DRAKSHINA—A remarkable selective tonic for its prophylactic and remedial 
effects for respiratory catarrhal affections, Drakshina acts as a specific 
in congestive conditions of upper and lower respiratory tracts, such as— 
common head colds, coryza, nasal, pharyngeal, laryngeal, and bronchial 
catarrhs due to exposure and infections, influenzal etc, * 


CALCINA—A double-salt of Calcium-sodium lactate combined with organic 
Calcium phosphates and Vitamins D to correct Calcium Deficiency 
and associated complaints. Vitamins D have been added to our 
original Calcina, in order to enhance Calcium utilisation, 


CALCIUM LACTATE TABLETS—5 grs, each and 
CALCIUM GLUCONATE TABLETS—7} grs. each 


for intensive Calcium therapy. 
CALCIUM GLUCONATE Sterile Solution for parenteral use 5% & 10% sol. in 5 c.c. & 10 c.c. ampoules 
CALCIUM CHLORIDE 5% & 10% in 2 cc. 5 cc. & 10 cc. ampoules 

NOKUFF—An ideal remedy, superb in its action for respiratory diseases due to 
chills and exposure or bacterial infections of the respiratory tract. The 
pharmacopoeial ingredients of Nokuff are Terpene Hydrate, Thiocol, 
Calcium Gluconate, Ephedrine Hydrochler, Codeine Phosphate etc. 
(Also available without Ephedrine). 


CHEMO-THERAPY FOR MALARIA 


ANTIMALOID Tablets :—Composition :—Quinine, Bi-hydrochloride, Haema- 
tinics and specifics against parasites in the blood, the liver, and other 


organs in such a way as to enhance the anti-parasitic properties of the 
soluble Quinine and avoid the undesirable effects of either large doses of 
Quinine or of Synthetic antimalarial preparations, 

PLASMOCID Tablets :—Consist of the antimalarial principles of Alstonia and 
allied indigenous adjuvants for chronic and latent cases, 

SOL. QUININE BI-HYDROCHLORIDE ampoules :— Standardised and 
controlled by special technique. Put up in 5 & 10 gr. sterile ampoules) 


Detailed: literatures on request 
THE CALCUTTA CHEMICAL CO., LTD. 
35, PANDITIA ROAD, CALCUOTTA-29 


When replying, please mention the Journal ef the Indian Medical Association 
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to | 
promote 
‘ Scot's Emulsion contains 
tats of high food-velue 
plus Vitamin A for "a 
resistance to infection and i 
iliness ... the Vitamin D in 
to supply essential calcium 
for bone-bullding. Above ail, 
this emulsitied cod-liver olf \> \ 4 
recommended for 79 years -\ 
Imperial Chemical Industries —— 
(India) Limited = 
Calcutta * Bombay * Madras 
Cochin © New Delhi * Kanpur 
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WHEN THE PATIENT 
1$ IRON-STARVED 


The iver -yeast tone 
‘EASTERN DBUG COMPANY LIMITED 
4./MOVERPORE ROAD CALCUTTA-272. 


yin, the treatment _of tropical 
anemias, STANLIVEX ensures: 


Prompt therapeutic response. 
AVALASLE IN RUBBER 
CAPPED VIALS OF 2 OPtimal purification. 

+ 3 Freedom from unpleasant reactions. 


4. High concentration. 


For literature, please write to: 
Smith Stanistreet & Co. Ltd. + Calcutta * Bombay + Madras + Kanpur 


When replying, please mention the Jowrnal of the Indiaw Medical Association 
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: them. It supplies ives in form ie which it is best absorbed is the 
the hacmatinic propertios of this preparation and has made it an ideal 
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BROADEST ANTI-PATHOGENIC SPECTRUM 


ENTO-CARB 
FOR DIARRHOEAS 
The formulation of ENTO-CARB has been designed 
to yield a product which provides : 
@ Prompt relief for the secondary symptoms in Diarrhoeas. 
@ An effective control over the growth of the pathogenic organisms. 


ENTO-CARB combines HI-ENTEROL ( lodochloroxyquinoline ) 
Sulphaguanidine, Sismuth, Kaolin and Activated Charcoal. 


The wide range of anti-pathogenic activity of the preparation along 


with its adsorptive and protective properties have already marked 
ENTO-CARB as the drug of choice in the control of diarrhoeas. 


packings of 20 and 100 tablets 


ENTOZINE 


FOR DYSENTERIES 


in order to provide a bread anti-pathogenic spectrum, ENTOZINE combines 
Sulphadiazine, Sulphaguanidine and HI-ENTEROL ( lodochioroxyquinoline ). 


Sulphadiazine, as latest researches reveal, has a wider range of activity as 
compared to Sulphaguanidine in the treatment of Bacillary infections. 
The combination of the two, provides a dual approach; an effective concentration 
of the sparingly-absorbed sulpha in the jumen of the gut as well as 
within the intestinal wall through the medium of blood and body fluids. 


Mixed infections are quite common and the inclusion of HI-ENTEROL 
further shortens the time in controlling dysenteries. 


ENTOZINE is indicated in all forms of acute or chronic dysenteries 
and also as a prophylactic. 


packings of 20, 100 and 500 tablets 


HIN D CHEMICALS t(rTo. KANPUR 


MAKERS OF DRUGS WITH A DIFFERENCE 


Printed by Tarani Kanta Basu at the Nalanda Press, 159 & 160, Cornwallis Street, Calcutta 
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Testosterone Propionate 


IN OIL 
PARENTERAL 


In strengths of 5 mg., 10 mg., and 25 mg. per ampoule 


) Preferably after first stimulating with 


PRAE-HORMON 


ogi’ (Anterior Pittitary Hormone ) 


SHIONOGI & COMPANY LTD., OSAKA, JAPAN. 


Sole Agents : 


RANBAXY & CO LTD. 


P. O. Box No. 104, New Delhi. 


REGIONAL DISTRIBUTORS 
for Southern India, Nizam’s Dom. © Orissa ... Raka Corporation Ltd., 39, Second Line Beach, Madras 
» Jammu and Kashmir ‘iia Wadera & Company, ist Bridge, Srinagar 
» Bast Punjab and Western U. P. ae Royal Medical Stores, Hall Bazar, Amritsar 
» West Bengal‘and Assam aa Dilip & Company, Post Box No. 8913, Calcutta 13 


, Bombay, Saurasthra, Madhya Pradesh... Korula Brothers, Great Social Bidg., 
Sir Pherozshah Mehta Road, Bombay. 


Premature Senility 


Impaired Potency |... 


When replying, please mention the Journal of the Indian Medical Association 
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